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Executive  Summary 


The  Association  of  State  and  Territorial  Health  Officials  (ASTHO)  recently  completed  a 
two  year  multicultural  project  funded  by  the  federal  Office  of  Minority  Health.  The 
objective  of  the  project  was  to  develop  capacity  within  state  health  agencies  to  decrease 
language  and  cultural  barriers  to  public  health  services,  such  as  community  outreach, 
communicable  disease  control,  and  preventive  health  screening.  ASTHO  conducted  a 
national  assessment  of  state  health  agency  policies  and  programs  that  target  limited 
English  speaking  and  non-English  speaking  populations.  The  ASTHO  Bilingual  Health 
Initiative  Report  and  Recommendations:  State  Health  Agency  Strategies  to  Develop 
Linguistically  Relevant  Public  Health  Systems  (July  1992)  profiled  effective  multicultural 
programs  in  several  states,  and  recommended  state  strategies  for  addressing  the  three  core 
responsibilities  of  public  health:  assessment,  policy  development,  and  assurance. 

This  report  summarizes  the  ASTHO  Multicultural  Public  Health  Capacity  Building  Project, 
which  supported  "model"  projects  in  seven  states  to  develop  infrastructure  for  decreasing 
language  and  cultural  barriers  to  health  care  services.  ASTHO  funded  Multicultural  Pilot 
Projects  in  California,  Colorado,  Massachusetts,  Michigan,  Minnesota,  North  Carolina, 
and  Rhode  Island  to  develop  capacity  within  the  state  health  department  to  increase 
access  to  appropriate  public  health  services  for  diverse  ethnic  and  racial  communities. 
The  ASTHO  Pilot  Project  states  developed  programs  to  train  medical  interpreters  and 
community  health  outreach  workers,  to  train  local  health  department  staff  and  other 
health  professionals  in  cultural  competency,  and  to  improve  data  on  racial  and  ethnic 
health  indicators  and  services.  The  report  describes  the  ASTHO  Multicultural  Pilot 
Projects  and  the  lessons  learned  through  the  development  and  implementation  of  project 
activities.  The  report  also  features  state  strategies  to  incorporate  multicultural  activities 
within  the  state  health  agency  on  a  long  term  basis.  Samples  of  materials  developed  by 
the  pilot  projects  are  included  in  report  appendices.  These  materials  may  be  adapted  by 
other  states  developing  multicultural  projects  targeting  specific  racial  and  ethnic 
populations. 
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Introduction 


Universal  financial  coverage  of  health  care  services  comprises  only  part  of  the  solution  to 
assuring  access  to  care.  Access  to  essential  preventive  and  other  public  health  services  also 
depends  upon  availability  of  appropriate  community  outreach  and  enabling  services  such 
as  interpreting  and  transportation.  The  national  Healthy  People  2000  report  set  goals  for  a 
comprehensive  approach  to  improving  the  nation's  health,  including  appropriate  access  to 
services.  Health  Objectives  for  the  Year  2000  contain  specific  objectives  "to  increase  the 
proportion  of  counties  that  have  established  culturally  and  linguistically  appropriate  health 
promotion  programs  for  racial  and  ethnic  populations."  Communication  between  clients  and 
health  care  providers  is  an  essential  foundation  for  appropriate  diagnosis  and  treatment  of 
illness.  Growing  national  recognition  of  the  increasing  diversity  of  the  United  States 
population  has  highlighted  the  need  for  ongoing  training  of  health  care  workers  and  quality 
assurance  to  decrease  language  and  cultural  barriers  to  public  health  services. 

The  Disadvantaged  Minority  Health  Improvement  Act  of  1990  (P.L.  101-527)  charged  the 
federal  Department  of  Health  and  Human  Services  with  targeting  services  to  underserved 
ethnic  and  racial  populations  in  order  to  decrease  health  status  disparities.  The  legislation 
also  spelled  out  that  a  specific  proportion  of  funding  appropriated  to  carry  out  the  Act  must 
be  dedicated  to  "assist  providers  of  primary  health  care  and  preventive  health  services  in 
obtaining. ..the  assistance  of  bilingual  health  professionals  and  other  bilingual  individuals..." 
The  Association  of  State  and  Territorial  Health  Officials  (ASTHO)  has  been  working  in 
partnership  with  the  federal  Office  of  Minority  Health  (OMH)  for  two  years  to  foster  "model" 
programs  in  state  health  agencies  which  decrease  language  and  cultural  barriers  to  public 
health  services. 

ASTHO  represents  chief  public  health  officials  in  every  state  and  territory.  These 
government  officials  are  responsible  for  the  three  core  functions  of  public  health  specified 
in  the  Institute  of  Medicine's  report  The  Future  of  Public  Health:  1)  statewide  assessment 
of  public  health  needs,  2)  policy  development  and  appropriate  program  planning,  and  3) 
assuring  that  public  health  needs  are  met.  Although  all  state  health  agencies  have 
responsibilities  in  the  three  public  health  areas,  each  state  fulfills  these  roles  differently. 
While  some  state  agencies  deliver  health  services  directly,  many  states  focus  on  the  policy 
development  role  to  assure  that  consistent  quality  standards  are  met  statewide  and  that 
communities  can  access  appropriate  health  services.  State  health  agencies  play  a  pivotal  role 
in  guaranteeing  that  linguistically  and  culturally  relevant  health  programs  are  available 
statewide  to  serve  the  needs  of  diverse  communities. 

Beginning  in  1  991 ,  ASTHO  spearheaded  a  Multicultural1  Health  Initiative  to  raise  awareness 
among  state  public  health  departments  regarding  the  disproportionate  health  risks 


The  term  "multicultural"  will  be  used  throughout  this  report  to  describe  policies,  programs,  or  activities  which  address  the  unique 
behavioral,  attitudinal,  and  linguistic  characteristics  of  one  or  more  diverse  ethnic  or  racial  population. 
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experienced  in  racially  and  ethnically  diverse  communities.  In  consultation  with  national 
and  local  multicultural  organizations,  ASTHO  focused  on  the  unique  challenges  of  assuring 
access  to  public  health  services  for  limited  English  speaking  and  non-English  speaking 
populations.  In  the  first  year  of  the  initiative,  ASTHO  conducted  a  needs  assessment  of  state 
health  agencies  to  determine  the  availability  of  policies  and  programs  that  target  linguistic 
minority  populations.  The  ASTHO  Bilingual  Health  Initiative  Report  and  Recommendations: 
State  Health  Agency  Strategies  to  Develop  Linguistically  Relevant  Public  Health  Systems  (July 
1992)  profiled  effective  multicultural  programs  in  several  states,  and  recommended  state 
strategies  for  addressing  the  three  core  responsibilities  of  public  health:  assessment,  policy 
development,  and  assurance.  Findings  and  recommendations  of  the  1992  report  (BHI 
Report)  are  referenced  throughout  this  document. 

The  ASTHO  needs  assessment  of  policies  and  programs  targeting  ethnic  and  racial 
populations  identified  access  barriers  to  appropriate  public  health  services.  The  assessment 
showed  that  most  states  have  data  on  the  number  and  location  of  linguistic  minority 
populations  and  that  two-thirds  of  states  are  involved  in  community  outreach.  However, 
most  states  recognized  problems  addressing  language  barriers,  such  as  lack  of  coordinated 
resources  or  the  absence  of  formal  policies  on  availability  of  language  appropriate  services. 
States  are  limited  in  their  efforts  by  insufficient  numbers  of  bilingual  and  multicultural  public 
health  workers  and  problems  of  diminishing  state  funds  for  public  health. 

Local  and  county  health  departments  also  face  obstacles  in  reaching  multicultural 
communities.  A  report  by  the  U.S.  Conference  of  Local  Health  Officials  (1993)  indicated 
that  only  16%  of  local  health  departments  responding  to  a  questionnaire  have  conducted 
a  needs  assessment  for  specific  non-English  speaking  populations.  At  the  county  level,  the 
National  Association  of  County  Health  Officials  recommended  in  a  1992  report  that  health 
department  staff  receive  continuing  education  and  training  in  interpretation  and  cultural 
competency  issues.  County  and  local  health  departments  have  been  able  to  expand  their 
activities  targeting  culturally  diverse  populations  and  develop  model  programs  and  policies 
through  the  support  of  the  federal  Office  of  Minority  Health.  The  ASTHO  Multicultural 
Health  Initiative  was  also  funded  by  the  federal  Office  of  Minority  Health  through  a 
cooperative  agreement  with  the  Health  Resources  and  Services  Administration  (HRSA). 


About  this  Report 


This  report  describes  the  findings  of  the  seven  ASTHO  Multicultural  Public  Health  Capacity 
Building  Pilot  Projects.  The  Overview  below  describes  the  objectives  of  the  ASTHO  project 
and  summarizes  the  general  multicultural  strategies  used  by  the  pilot  project  states.  The 
following  section  outlines  the  specific  aims  and  objectives  of  each  pilot  project.  (The 
profiles  in  the  Appendices  provide  additional  information  on  the  populations  addressed  by 
each  state  project  and  a  broad  description  of  the  project  activities  and  accomplishments.) 
The  Highlights  section  provides  details  about  the  materials  developed,  model  strategies 
implemented  through  the  pilot  testing  process,  and  evaluation  methods  for  each  pilot 
project.  This  report  also  discusses  some  of  the  major  lessons  learned  by  the  state  health 
departments  over  the  course  of  designing  and  implementing  the  pilot  projects.  Finally,  the 
strategies  for  institutionalizing  activities  initiated  during  the  projects  within  the  state  health 
agencies  and  the  public  health  system  are  described. 
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Overview  of  ASTHO  Multicultural  Pilot  Projects 


"Too  often  there  is  insufficient  foresight  given  to  ensuring  continuation  and/or  expansion  of 
worthwhile  projects  when  limited  funding  is  no  longer  available. ..In  this  case,  it  was 
impressive  that  significant  strides  were  made  to  develop  public/private,  academic  and 
community  partnerships  to  continue  and  expand  these  initiatives." 

John  R.  Lumpkin,  MD,  Director,  Illinois  Department  of  Health 

Member,  ASTHO  Minority  Health  Advisory  Committee 

In  the  ASTHO  Multicultural  Capacity  Building  Initiative,  ASTHO  contracted  with  seven  state 
health  agencies  for  nine  months  to  pilot  test  and  revise  model  programs  to  decrease 
language  and  cultural  barriers  to  public  health  services.  The  objective  of  the  Capacity 
Building  Initiative  was  to  develop  programs  and  curricula  which  could  be  institutionalized 
by  the  state  health  department  in  order  to  promote  long  term  changes.  ASTHO  anticipates 
that  the  materials  will  be  available  for  future  training  and  program  development  to  improve 
access  to  public  health  services  for  limited  English  speaking  and  non-English  speaking 
populations.  Another  goal  was  to  provide  other  state  and  local  health  agencies  with 
materials  that  could  be  replicated  and  adapted  to  better  serve  multicultural  communities. 

ASTHO  selected  seven  pilot  projects  through  a  competitive  request  for  proposal  issued 
December  1992.  Nineteen  proposals  were  submitted  by  state  public  health  agencies  and 
reviewed  by  a  multicultural  objective  review  committee  made  up  of  representatives  of 
community  based  organizations  and  national  public  health  agencies.  Seven  states  received 
funding  for  Phase  I  activities  (up  to  $1  5,000).  Based  on  progress  in  the  first  five  months  of 
Phase  I  activities,  the  pilot  project  states  competed  among  themselves  for  Phase  II  funds  (up 
to  $30,000)  for  additional  pilot  testing  and  project  evaluation.  Table  1  lists  ASTHO's 
Multicultural  Pilot  Project  states. 


Table  1 

ASTHO  Multicultural  Pilot  Project  States 


Phase  I 

Phases  I  &  II 

California 
Massachusetts 
Michigan 
Rhode  Island 

Colorado 
Minnesota 
North  Carolina 
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Activities  of  the  ASTHO  Multicultural  Pilot  Project  states  fell  into  four  main  categories:  1) 
medical  interpreting,  2)  cultural  competency  training,  3)  training  outreach  workers,  and  4) 
database  development.  All  the  projects  were  guided  by  state  level  multicultural  advisory 
committees  involved  in  development,  revision,  and  evaluation  of  pilot  project  activities  and 
materials.  Each  advisory  committee  was  comprised  of  representatives  from  multicultural 
community  based  organizations,  academic  institutions,  divisions  of  the  health  department 
such  as  maternal  and  child  health,  offices  of  minority  health,  and  primary  care,  and 
participants  from  other  state  agencies. 


Table  2 


Multicultural  Activities 

ASTHO  Pilot  Project  States 

Medical  Interpreting 
Cultural  Competency  Training 
Training  Community  Outreach  Workers 
Database  Development 

CO    MN  Rl 

CO    MA    Ml    NC  Rl 

Ml 

CA    MA  MN 

Each  ASTHO  Multicultural  Pilot  Project  integrated  and  coordinated  activities  with  ongoing 
state  multicultural  initiatives.  Several  projects  were  integral  parts  of  existing  programs  such 
as  the  Migrant  Health  Program  in  Colorado  and  the  Refugee  Health  Program  in  Minnesota. 
Others  were  integrated  with  the  activities  of  the  state  Offices  of  Minority  Health,  as  in 
California,  Massachusetts,  Michigan,  North  Carolina,  and  Rhode  Island.  Michigan's  pilot 
project  tied  in  directly  to  one  of  the  strategic  plan  priorities  of  the  state's  Department  of 
Public  Health,  which  specifically  addresses  cultural  competency  skill  building  in 
professionals  and  expanding  a  high  quality  of  services  which  are  accessible  and  acceptable 
to  all  populations. 
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Multicultural  Pilot  Project  Profiles  in  Brief 


Objectives  for  the  seven  ASTHO  Multicultural  Pilot  Projects  in  state  health  agencies  are 
summarized  below.  A  more  detailed  description  of  the  pilot  projects  is  in  the  Appendices. 

CALIFORNIA  DEPARTMENT  OF  HEALTH  SERVICES 

Southeast  Asian  Health  Information  Project 

•  Develop  a  database  of  southeast  Asian  health  information  and  resources  for  at  least 
two  southeast  Asian  populations  (Vietnamese  and  Laotian) 

•  Distribute  a  directory  of  southeast  Asian  health  information  resources  statewide 


COLORADO  DEPARTMENT  OF  HEALTH 

Health  Access  By  Language  Advocacy  (HABLA) 

•  Develop  medical  interpreter  training  curriculum  (Spanish/English) 

•  Train  and  certify  medical  interpreters 

•  Train  health  professionals  to  improve  preventive  health  care  for  Hispanics 

•  Train  trainers  to  offer  Hispanic  cultural  competency  workshops 


MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEALTH 

Project  Aware 

•  Develop  and  implement  a  cultural  competency  training  curriculum  for  local  health 
department  directors  and  for  health  professional  staff  in  newly  established  Community 
Health  Network  Areas  across  the  state.  The  Community  Health  Network  Areas  were 
designed  to  improve  coordination  of  service  delivery  to  all  populations  within  each 
region  of  the  state. 

•  Develop  and  institute  ethnic  and  racial  identifiers  for  the  statewide  health  data 
information  database  MassCHIP  (Massachusetts  Community  Health  Information 
Project) 


MICHIGAN  DEPARTMENT  OF  PUBLIC  HEALTH 

Southeast  Asian  Community  Health  Outreach  Project 

Train  community  health  outreach  workers  (HOWs)  as  liaisons  between  the  Hmong 
community  and  the  public  health  system 

Develop  a  network  of  Community  Health  Advocates  (CHAs)  within  the  Hmong 
community  to  increase  participation  in  health  issues  and  to  foster  a  more 
comprehensive  outreach  program 


Final  Report 


5 


Develop  a  better  understanding  of  Hmong  health  needs  among  health  care 
professionals  through  cultural  awareness  training  workshops 

Develop  a  Southeast  Asian  Health  Network  of  health  care  professionals  serving 
Hmong  and  other  southeast  Asian  communities 


MINNESOTA  DEPARTMENT  OF  HEALTH 

Community  Interpreter  Services  (CIS) 

Develop  a  centralized  community  medical  interpreter  resource  and  referral  center 
Assure  the  quality  of  medical  interpreters  across  the  state 


NORTH  CAROLINA  DEPARTMENT  OF  ENVIRONMENT, 
HEALTH,  &  NATURAL  RESOURCES 

Latino  Cultural  Competency  Project 

Develop  a  cultural  competency  curriculum  for  local  health  departments  to  improve 
service  delivery  to  local  Latino  populations 

Implement  Latino  Cultural  Competency  training  workshops  in  local  health 
departments  and  evaluate  the  impact  on  improving  service  delivery 


RHODE  ISLAND  DEPARTMENT  OF  HEALTH 

Medical  Interpreter  Academy 

Train  multilingual  medical  interpreters  on  interpreting  skills,  code  of  ethics,  and  the 
U.S.  health  care  system 

Train  health  care  providers  on  working  with  interpreters  and  cultural  competency 


ASTHO  Multicultural  Projects 


ASTHO  Multicultural  Pilot  Project  Highlights 


Medical  Interpreting 

"/  feel  confident  that  Community  Interpreter  Services  will  play  a  key  role  in  the  continual 
improvement  of  interpreter  services  and  in  coordinating  efforts  among  service  providers 
(both  public  and  private)  to  improve  access  to  health  information  and  services  for 
populations  with  limited  English  proficiency. " 

Carol  Berg,  Minnesota  Refugee  Health  Coordinator 

Due  to  competing  demands  on  scarce  resources,  health  providers  are  often  forced  to  use 
makeshift  approaches  to  address  the  needs  of  non-English  speaking  populations.  Agencies 
may  not  always  have  interpreters  available  to  facilitate  service  delivery  when  health  care 
providers  cannot  communicate  with  patients.  Health  coordinators  working  with  multiethnic 
refugee  groups  concur  that,  ideally,  certified  interpreters  should  be  available  either  on-site 
or  on-call  for  emergencies.  What  actually  happens  in  many  situations  is  that  non-English 
speaking  clients  are:  1)  turned  away  from  health  care  sites;  2)  told  to  bring  their  own 
interpreters  who  may  be  neighbors,  family  members,  or  even  children;  3)  required  to  explain 
complicated  medical  symptoms  to  untrained  clinic  staff  such  as  maintenance  and 
housekeeping  workers;  or  4)  diagnosed  through  "pigeon  English"  or  hand  motion 
communication  with  providers. 

At  the  national  level,  medical  interpreting  and  written  translations  still  lack  uniform  quality 
standards.  Locally,  availability  of  linguistically  appropriate  services  and  health  education 
materials  is  also  inconsistent,  as  indicated  by  national  assessments  of  state,  local,  and  county 
health  agencies  (ASTHO  1992,  USCLHO  1993,  NACHO  1992).  The  ASTHO  BHI  Report 
indicated  that  most  state  health  agencies  offer  at  least  some  kind  of  multilingual  assistance 
to  limited  English  speaking  and  non-English  speaking  populations.  Over  half  the  states 
provide  contracted  interpreting  and  translation  services  on  an  "as  needed"  basis.  ASTHO 
recommended  that  state  health  agencies  define  and  enforce  quality  standards  for  written 
translations  and  interpreting  competency.  Several  ASTHO  Multicultural  Pilot  Projects 
adapted  strategies  and  materials  from  national  and  local  experts  on  medical  interpreting  to 
strengthen  the  statewide  public  health  system.  The  state  health  department  programs 
described  below  represent  significant  progress  in  standardizing  and  assuring  the  quality  of 
spoken  language  interpreting  services  on  a  statewide  basis. 

►  Model  Strategies  « 

Colorado  compiled  a  medical  interpreter  course  for  Spanish/English  interpreters  which 
included  twenty-seven  hours  of  classroom  training  on  medical  vocabulary  and 
interpreting  skills.  Classroom  work  also  involved  interactive  practice  of  the  medical 
interpreting  triad  (practitioner,  interpreter,  patient)  and  critiques  of  video  taped 
sessions.  A  four  hour  practicum  involved  supervised  interpreting  practice  in  local 
health  agencies.  The  practicum  was  key  not  only  for  the  students  but  also  to 
familiarize  local  practitioners  with  the  value  of  trained  interpreters.  Colorado 
hypothesized  that  practitioners  would  hire  the  trained  interpreters  once  they 
recognized  the  importance  of  that  service.  (See  Appendix  B  for  course  syllabus.)  The 
interpreter  curriculum  and  the  successful  method  of  getting  interpreters  hired  by  local 
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health  agencies  was  piloted  in  two  of  Colorado's  Health  Service  Areas.  The 
curriculum  can  be  replicated  across  the  state  in  Health  Service  Areas  serving  large 
populations  of  Latinos  and  Spanish-speaking  migrant  farmworkers. 

The  Minnesota  Community  Interpreter  Services  (CIS)  project  originally  intended  to 
develop  a  clearinghouse  for  medical  interpreter  referrals  based  on  the  successful 
system  developed  for  American  Sign  Language  interpreters  for  the  deaf.  Medical 
interpreters  are  listed  in  a  database  and  are  referred  to  organizations  based  on  a 
match  between  their  skill  level  and  experience  as  well  as  the  organization's 
interpreting  needs.  Over  the  course  of  the  project,  however,  the  advisory  board 
concluded  that  the  state  needed  a  definition  of  "qualified"  interpreters  and  a 
certification  procedure  in  order  to  assure  the  quality  of  referrals.  Members  of  the  CIS 
board  continue  to  work  closely  with  the  state  legislature  to  set  standards  for  spoken 
language  medical  interpreters  to  match  those  set  for  legal  interpreters  and  interpreters 
for  the  deaf.  Community  Interpreter  Services  produced  a  directory  of  interpreters, 
including  credentials,  for  distribution  to  health  care  providers,  and  also  developed  a 
resource  center  for  interpreters.  (See  Appendix  E  for  manual  on  Strategies  for 
Implementing  Spoken  Interpreter  Services.) 


Cultural  Competency  Training 

"/  hope  you  keep  on  doing  this  workshop  many  more  times,  because  this  is  an  important 
factor  for  health  care  providers:  to  really  know  the  Hispanic  people,  our  background,  our 
circumstances,  our  needs,  our  feelings  and  our  wishes." 

Community  representative  participating  in   a  North  Carolina  Latino  Cultural 

Competency  Training  workshop 

Several  state  health  agencies  across  the  country  have  implemented  "cultural  competency" 
workshops  through  a  variety  of  methods.  While  advocates  agree  that  training  in  cultural 
competency  theoretically  can  improve  culturally  appropriate  service  delivery  to  diverse 
populations,  few  statewide  or  national  standards  have  been  developed  and  evaluated  to  test 
the  impact  of  cultural  competency  training  in  health  departments.  The  ASTHO  BHI  Report 
indicated  that  only  about  one-third  of  state  health  agencies  have  some  type  of  multilingual, 
multicultural  training  available  through  various  state  health  agency  programs.  ASTHO 
recommended  that  state  health  agencies  define  goals  and  objectives,  and  develop  and 
implement  policies  for  training  agency  staff  and  health  providers  on  multilingual  and 
multicultural  aspects  of  ethnic  populations.  Several  ASTHO  Multicultural  Pilot  Projects 
addressed  the  need  for  statewide  attention  to  cultural  competency  training.  Projects  in  North 
Carolina  and  Massachusetts  laid  a  foundation  for  state  health  agencies  to  measure  the 
effectiveness  of  cultural  competency  training  and  to  chip  away  at  barriers  to  public  health 
access  due  to  cultural  misunderstandings. 

►  Model  Strategies  < 

North  Carolina  developed  a  replicable  training  curriculum  for  the  Latino  Cultural 
Competency  Training  Project  that  incorporated  experiential  learning  among  health 
department  staff  and  members  of  the  Latino  community  they  serve.  The  highlights 
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of  the  trainings  included  discussions  in  "talking  circles"  intended  to  bring  a  fresh, 
personalized  perspective  to  the  barriers  that  Latinos  face  when  trying  to  use  local 
health  departments.  These  small  group  discussions  also  brought  out  the  obstacles 
health  department  staff  encounter  when  trying  to  assure  service  delivery  to 
multicultural  populations.  With  the  collaborative  input  of  community  representatives 
and  public  health  professionals,  each  "talking  circle"  developed  preliminary  strategic 
plans  for  improving  culturally  appropriate  access  to  health  department  services.  (See 
Appendix  F  for  curriculum  samples.) 

The  North  Carolina  Latino  Cultural  Competency  Training  curriculum  includes  lessons 
learned  in  each  section  of  the  workshop.  Sections  addressed  language  issues, 
stereotypes,  and  how  to  develop  action  plans  to  improve  access  for  Latino 
populations.  North  Carolina  developed  evaluation  criteria  for  measuring  the  impact 
of  the  cultural  competency  training  workshop  and  the  effect  of  changes  within  the 
local  health  departments.  Case  studies  were  conducted  on  participating  local  health 
departments  to  determine  what  specific  changes  have  occurred  to  increase  access  for 
Latinos.  North  Carolina  also  developed  and  pilot  tested  a  questionnaire  for  the  Latino 
community  and  an  accompanying  interviewers'  guide  to  assess  the  reputation  of  the 
health  department  among  Latinos  and  to  address  weaknesses  in  community  outreach. 

Through  Project  Aware,  the  Massachusetts  Department  of  Public  Health  pilot  tested 
and  revised  an  introductory  cultural  competency  training  workshop  for  statewide 
Community  Health  Network  Areas  and  local  health  departments.  Twenty-seven 
Community  Health  Network  Areas  were  established  across  Massachusetts  to  facilitate 
better  coordination  of  health  services  and  improve  access  for  underserved 
populations.  The  major  purpose  for  targeting  the  training  to  health  professional  staff 
in  these  Network  Areas  was  to  institutionalize  cultural  competency  in  the  original 
infrastructure  of  the  networks.  Based  on  the  results  from  the  initial  two  day 
workshops,  the  training  curriculum  was  revised  and  tailored  to  meet  the  training 
needs  of  individual  Community  Health  Network  Areas  and  health  departments. 
Training  workshops  will  be  given  routinely  for  new  staff,  and  will  be  part  of  periodic 
workshops  providing  continuing  education  on  cultural  competency.  Strategic  plans 
to  improve  access  to  services  for  culturally  diverse  communities  developed  during  the 
workshops  will  be  continuously  updated  and  revised  for  implementation  on  an 
ongoing  basis.  Cultural  competency  has  become  an  integral  part  of  a  statewide  Total 
Quality  Management  (TQM)  initiative. 

Colorado's  HABLA  project  (see  Medical  Interpreting  Section)  complemented  the 
interpreter  training  program  with  cultural  competency  training  for  health 
professionals.  The  project  used  materials  developed  by  the  National  Coalition  of 
Hispanic  Health  and  Human  Services  Organizations  (COSSMHO).  The  COSSMHO 
manual  "Delivering  Preventive  Health  Services  to  Hispanics"  was  used  to  train 
seventeen  "master  trainers"  from  across  Colorado.  These  "master  trainers"  then  went 
back  to  their  communities  to  conduct  cultural  competency  workshops,  and  they  have 
the  tools  to  continue  giving  workshops  as  needed.  Increasing  cultural  awareness  of 
the  health  community  added  to  the  comprehensiveness  of  the  HABLA  project  and  the 
effectiveness  of  the  newly  established  medical  interpreter  network  to  improve  access 
for  the  Hispanic  community. 
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Training  Community  Outreach  Workers 


Availability  of  a  "cultural  bridge"  between  state  governmental  agencies  and  immigrant 
communities  and  other  non-English  speaking  populations  often  makes  the  difference  between 
utilization  of  preventive  and  other  public  health  services  by  linguistic  minority  populations, 
or  living  at  higher  risk  of  chronic  health  conditions  and  resorting  to  expensive  emergency 
room  services.  The  Michigan  Office  of  Minority  Health  addressed  the  need  to  develop 
linkages  between  the  state  public  health  system  and  linguistic  minority  populations  by 
training  community  health  outreach  workers  and  developing  a  network  of  Community 
Health  Advocates.  Michigan's  Southeast  Asian  Community  Health  Outreach  Project 
(SACHO)  directly  addresses  ASTHO's  recommendation  that  state  health  agencies  utilize  the 
skills  of  non-traditional  health  care  workers  where  possible  and  consider  training  members 
of  linguistic  minority  groups  as  health  outreach  workers  to  facilitate  communication  with 
targeted  communities.  Institutionalization  of  successful  collaborative  outreach  worker 
training  programs  provides  the  blueprint  for  states  to  train  outreach  workers  in  other  local 
health  agencies  statewide  which  serve  culturally  diverse  communities. 

►  Model  Strategies  < 

The  Michigan  Office  of  Minority  Health  developed  an  extensive  network  between  the 
Ingham  County  Health  Department  and  the  Hmong  community  in  the  Lansing  area. 
The  communication  network  aims  to  improve  the  health  department's  responsiveness 
to  the  Hmong  community,  and  to  involve  the  family  network  and  trained  health 
outreach  workers  to  assure  better  utilization  of  available  health  resources.  The  health 
department  adapted  health  outreach  worker  training  materials  from  the  Maternal  and 
Child  Health  Institute,  School  of  Community  Medicine  at  Wayne  State  University  to 
fit  the  needs  of  the  department  and  the  Hmong  community.  (See  Appendix  D  for 
outreach  worker  training  curriculum  outline.)  Recognizing  that  Hmong  clan  leaders 
play  a  pivotal  role  in  family  decision  making  and  health  issues,  clan  leaders  were 
recruited  with  assistance  from  Lao  Family  Community,  Inc.,  a  community  based 
organization  in  Ingham  county,  and  trained  as  Community  Health  Advocates.  The 
health  outreach  workers  facilitate  communication  between  these  Community  Health 
Advocates,  who  are  well  respected  among  the  Hmong,  and  the  county  health 
department.  Regular  meetings  between  the  health  department,  outreach  workers,  and 
advocates  assure  that  public  health  needs  of  the  Hmong  population  are  being 
addressed  in  a  culturally  and  linguistically  appropriate  manner. 


Database  Development 

"As  a  result  of  the  outreach  aspects  of  the  data  collection  activities,  it  was  also  verified  that 
there  is  an  even  greater  and  growing  need  for  information  on  the  health  resources  for 
Southeast  Asians  in  California  and  throughout  the  nation. " 

Barbara  Marquez,  California  Office  of  Multicultural  Health 

When  health  agencies  begin  to  search  for  culturally  and  linguistically  appropriate  health 
education  materials,  there  may  often  be  a  scramble  to  locate  any  existing  information.  If  no 
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information  is  immediately  available,  materials  may  be  translated  verbatim  from  English  into 
another  language,  or  developed  by  whoever  is  available,  with  little  cross-checking  for 
accuracy  of  health  information,  translation,  or  cultural  relevance.  National  information 
relevant  to  limited  English  speaking  populations  has  not  been  systematically  tracked  or 
catalogued.  Even  data  on  health  indicators  for  racial  and  ethnic  populations  are  generally 
inconsistent  or  incomplete  on  local,  state,  and  federal  levels.  When  information  on  specific 
ethnic  subgroups  is  available,  it  is  not  always  accessible  at  the  local  level.  The  ASTHO  BHI 
Report  recommended  that  state  health  agencies  improve  infrastructure  for  the  collection  of 
data  on  racial,  ethnic,  and  linguistic  groups  and  should  use  this  data  in  program  planning. 
Several  ASTHO  Multicultural  Pilot  Projects  addressed  the  issues  of  improving  access  to 
culturally  and  linguistically  relevant  resources  and  comprehensive  data  on  multicultural 
populations. 

►  Model  Strategies  < 

The  Southeast  Asian  Health  Information  Project  in  the  California  Department  of 
Health  Services  was  developed  in  partnership  with  the  Asian  American  Health  Forum 
to  compile  a  statewide  database  and  directory  of  Vietnamese  and  Laotian  health 
related  resources.  Through  this  partnership  and  collaboration  across  divisions  of  the 
health  department  serving  multi-ethnic  Asian  populations,  the  project  has  condensed 
information  from  local  health  departments,  community  based  organizations,  schools, 
religious  centers,  and  other  health  related  organizations  into  a  versatile,  cross- 
referenced  format.  (See  Appendix  A  for  a  sample  entry.)  The  California  project  also 
benefited  by  adapting  an  existing  database  system  CHID  (Combined  Health 
Information  Database),  which  is  operated  by  the  Centers  for  Disease  Control  and 
Prevention,  to  meet  the  state's  informational  needs.  Information  compiled  in 
California  will  be  uploaded  to  the  CHID  on-line  data  system  and  available  to  system 
users  nationally. 

In  Massachusetts,  the  Project  Aware  advisory  committee  has  been  active  in  assuring 
that  the  new  statewide  data  collection  system  MassCHIP  (Massachusetts  Community 
Health  Information  Project)  contains  ethnic  specific  identifiers  for  all  health  indicators. 
Oversight  by  the  statewide  multicultural  committee  standardizes  the  health  data 
available  across  the  state  and  enables  more  comprehensive  assessment  of  public 
health  needs  for  targeted  ethnic  and  racial  populations. 


General  Lessons  Learned 


"The  Advisory  Committees,  and  in  particular  the  Local  Advisory  Committee  proved 
invaluable  in  guiding  our  efforts  so  that  HABLA  would  be  grounded  in  the  reality  of  what 
the  community  needs  and  will  respond  to." 

Don  Horton,  Colorado  Migrant  Health  Program 

Activities  and  materials  developed  from  the  ASTHO  Multicultural  Pilot  Projects  will  continue 
to  be  evaluated  and  revised  as  they  are  used  by  each  pilot  state  and  other  states.  Several 
states  described  lessons  learned  that  may  be  of  interest  to  other  states. 
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Community  Participation  State  staff  unanimously  agreed  that  the  input  from 
community  representatives  in  the  design  and  implementation  of  the  pilot  projects  was 
invaluable.  The  involvement  of  community  experts  allowed  the  state  to  respond  more 
directly  to  the  needs  of  multicultural  populations.  The  California  project  noted  that  "the 
representatives  from  community-based  organizations  proved  to  be  a  tremendous  asset  due 
to  their  experience  and  expertise  in  implementing  programs  for  Southeast  Asians. ..and  their 
input  on  strategies  for  more  effectively  approaching  and  involving  Southeast  Asian  service 
agencies."  Colorado  successfully  acted  upon  advisory  board  recommendations  that  priority 
be  given  to  getting  the  HABLA  trained  interpreters  employed  in  local  health  related 
organizations.  Over  half  of  the  HABLA  graduates  are  currently  employed  to  use  their 
interpreting  skills.  North  Carolina  developed  specific  approaches  to  involving  community 
representatives  in  cultural  competency  training,  including  how  to  use  existing  networks,  how 
to  recruit  community  members,  tips  on  preparing  for  workshop  participation,  and  how  to 
compensate  community  members  for  the  time  missed  from  work.  (See  Appendix  F  for 
details.)  States  built  upon  favorable  working  relationships  with  culturally  diverse  populations 
to  improve  appropriate  program  planning  and  to  assure  access  to  services  on  a  local  level. 

Time  Frame  Without  exception,  the  logistics  of  implementing  a  nine  month  program 
posed  considerable  obstacles  for  the  pilot  projects.  The  process  of  accessing  grant  funds 
through  the  state  agency,  hiring  project  staff  and/or  consultants,  and  payment  of  honoraria 
for  project  speakers  and  participants  all  involved  detailed  paperwork  and  time  consuming 
patience.  This  was  not  sufficiently  accounted  for  in  the  original  project  workplans.  For  the 
most  effective  use  of  state  and  grant  resources,  short  term  projects  intended  to  pilot  test 
national  program  "models"  should  be  implemented  over  a  period  of  12  to  18  months. 
Longer  projects  could  also  assure  more  effective  follow  up  and  evaluation,  especially  on  the 
impact  of  cultural  competency  training. 

Evaluation  Pilot  project  states  were  required  to  evaluate  the  effectiveness  of  their 
activities.  The  states  set  goals  and  measurable  objectives  for  each  step  of  the  project.  Due 
to  the  short  time  frame,  however,  it  was  difficult  for  states  to  do  much  more  than  evaluate 
outcome  objectives.  In  cases  such  as  Colorado's  interpreter  training  project  and  Michigan's 
outreach  project,  the  training  outcomes  far  exceeded  the  original  objectives.  Almost  four 
times  the  number  of  interpreters  trained  in  Colorado  were  hired  by  local  organizations.  In 
Michigan,  the  health  outreach  workers  facilitated  three  times  as  many  health  department 
visits  for  Hmong  clients  than  originally  expected.  North  Carolina  did  initial  follow  up  on 
workshop  participants  to  evaluate  the  impact  of  the  cultural  competency  training.  Case 
studies  and  follow  up  activities  successfully  identified  some  new  activities  in  local  health 
departments  to  decrease  access  barriers  for  Latinos.  Evaluation  of  the  quality  of  the  actual 
training  curriculum  was  more  subjective  and  therefore  difficult  to  identify  in  the  short  run. 
Most  of  the  training  sessions  received  very  favorable  responses  by  the  participants. 
Unfortunately,  the  short  length  of  the  projects  did  not  allow  for  more  rigorous  evaluation  of 
the  quality  and  "appropriateness"  of  the  curriculum,  or  the  degree  to  which  training 
"increased"  cultural  competence. 

Curriculum  Implementation  As  a  result  of  pilot  testing  actual  curricula,  states  found 
that  the  training  regimens  were  more  effective  if  the  originally  designed  agendas  were 
implemented  as  planned  rather  than  abbreviated.  For  example,  the  original  HABLA 
interpreter  curriculum  called  for  classes  to  be  held  two  days  per  week  (Tuesdays  and 
Thursdays)  for  three  hours  per  class.  For  Phase  II  of  the  pilot  test,  classes  were  held  three 
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consecutive  days  per  week  (Tuesday,  Wednesdays,  and  Thursdays).  While  participants 
completed  the  training  more  quickly  in  Phase  II,  the  trade-off  was  increased  stress  for  faculty 
and  students  and  less  time  to  process  and  absorb  information.  Similar  problems  occurred 
in  states  implementing  "condensed"  cultural  competency  training  curricula.  Project 
coordinators  recommended  that  full  time  be  allotted  for  training  in  workplans.  Especially 
when  emotionally  charged  issues  of  cultural  sensitivity  are  addressed,  condensing  workshops 
and  omitting  valuable  sessions  may  meet  with  negative  responses  by  participants. 

Physician  Involvement  Project  coordinators  reported  difficulty  recruiting  physicians  to 
participate  in  cultural  competency  training  workshops.  State  health  agencies  recognize  that 
non-physician  health  providers  and  public  health  professionals  need  to  be  involved  in 
assuring  culturally  competent  services  to  diverse  communities.  Serious  institutional  and 
attitudinal  barriers  exist,  however,  to  having  more  physician  involvement  in  multicultural 
health  activities.  Time  restraints  and  disinterest  posed  the  most  obvious  deterrents  to 
physician  participation  in  the  ASTHO  pilot  projects.  Project  directors  agree  that  these 
obstacles  need  to  be  overcome  in  order  to  assure  appropriate  service  delivery  to  diverse 
ethnic  and  racial  populations. 


Continuation  of  the  Projects 


Although  states  agree  that  public  health  policies  and  programs  need  to  be  culturally  and 
linguistically  appropriate  in  order  to  be  comprehensive,  most  states  do  not  currently  have 
statewide  policies  in  place  to  assure  service  delivery  to  linguistic  minority  populations. 
According  to  the  ASTHO  BHI  Report,  about  one  quarter  to  one  half  of  state  health  agencies 
have  policies  regarding  provision  of  language  appropriate  services.  ASTHO  Multicultural 
Pilot  Projects  made  some  progress  in  gaining  support  to  continue  activities  to  decrease 
language  and  cultural  barriers  to  public  health  services,  both  within  the  state  health  agency 
and  from  community  and  other  sources. 

Support  Within  The  State  Health  Agency 


State  Health  Officer  The  involvement  and  commitment  of  the  state  health  officer  can 
be  the  keystone  to  assuring  that  multicultural  activities  are  sustained  and  incorporated  into 
the  working  policies  and  program  development  statewide.  North  Carolina's  state  health 
officer  will  be  involved  in  follow  up  of  the  Latino  Cultural  Competency  Training  Project. 
Working  in  coordination  with  the  state  Women's  Preventive  Health  Branch  and  the  Office 
of  Minority  Health,  the  Director's  office  is  planning  a  Cultural  Competency  Conference  for 
policy  leaders  and  decision-makers  throughout  the  Department  of  Energy,  Health  and 
Natural  Resources  in  February  1994.  The  conference  goal  is  to  strengthen  the  commitment 
of  leaders  in  DEHNR  to  ensuring  a  culturally  competent  public  health  system,  and  thus 
improve  access  to  and  quality  of  health  services.  In  Massachusetts,  the  state  Commissioner 
of  Health  meets  regularly  with  the  Project  Aware  coordinators  to  keep  up  with  progress  on 
multicultural  activities.  The  Commissioner  also  played  a  key  role  in  instituting  policies  to 
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assure  the  quality  and  appropriateness  of  linguistically  and  culturally  targeted  health 
information.  The  Director  of  the  Michigan  Department  of  Public  Health  launched  a 
department-wide  cultural  diversity  initiative  in  December  1993,  which  was  spearheaded  by 
the  state  Office  of  Minority  Health. 

Office  of  Minority  Health  The  ASTHO  BHI  Report  recommended  that  state  health 
agencies  establish  a  mechanism  to  assure  coordination  of  public  health  services  for  linguistic 
minorities  and  to  assure  that  personnel  in  all  programs  and  divisions  in  the  department  are 
aware  of  that  coordinating  role.  Currently,  twenty-five  states  have  Offices  of  Minority  Health 
which  oversee  and  coordinate  initiatives  to  decrease  the  gap  in  health  status  among  different 
racial  and  ethnic  populations.  Several  ASTHO  Multicultural  Pilot  Projects  tapped  into  the 
resources  and  institutional  charge  of  their  state's  Office  of  Minority  Health  to  support 
multicultural  activities.  The  Office  of  Minority  Health  in  Rhode  Island,  Massachusetts,  and 
Michigan  implemented  ASTHO  pilot  projects  grants.  The  North  Carolina  Office  of  Minority 
Health  was  active  on  the  multicultural  advisory  committee  and  took  on  significant  follow  up 
activities  such  as  incorporating  recommendations  from  the  project  into  future  health 
objectives  for  Latinos  and  co-sponsoring  a  statewide  conference  on  cultural  competency  to 
involve  health  policy  leadership  in  setting  state  objectives. 

Funding  Increasing  demands  are  being  placed  on  limited  state  health  funds.  Multicultural 
activities  often  do  not  get  funded  from  categorical  sources  for  specific  linguistically  and 
culturally  tailored  activities.  They  are  more  likely  to  receive  funding  through  related 
programs  and  those  which  target  significant  linguistically  and  culturally  diverse  communities. 
Outreach  to  multicultural  communities  is  often  conducted  by  in-kind  efforts  of  committed 
staff  members  and  community  advocates,  as  well  as  by  volunteer  contributions  of  time  and 
effort.  ASTHO  Multicultural  Pilot  Project  directors  have  been  resourceful  at  capitalizing  on 
volunteer  participation  and  funding  sources  adapted  from  related  public  health  programs. 
Some  states  have  implemented  cultural  competency  training  by  using  general  training  funds. 
The  Community  Interpreter  Services  project  in  Minnesota  secured  funds  from  the  state's 
Preventive  Health  Block  Grant  to  sustain  part  of  their  second  year  activities. 


Other  Support 

Local  Health  Departments  Although  the  organizational  relationships  between  state  and 
local  health  departments  vary  from  state  to  state,  ASTHO  pilot  project  states  benefited  from 
maximizing  their  networks  with  local  health  departments.  Massachusetts  institutionalized 
cultural  competency  training  statewide  by  initiating  round  table  discussions  with  local  health 
officials.  The  Massachusetts  Office  of  Health  Policy  Development  involved  the  local  public 
health  decision  makers  in  addressing  the  specific  needs  of  the  community  they  serve  through 
the  statewide  framework  for  cultural  competency  training.  Local  health  departments  also 
participated  in  North  Carolina's  Latino  Cultural  Competency  Training,  directly  involving  the 
Latino  clients  they  serve  in  their  preliminary  strategic  planning.  North  Carolina  also  tapped 
into  an  existing  network  of  local  health  departments  involved  in  Project  REACH,  an  outreach 
and  education  project  on  HIV/AIDS  for  Latino  communities.  Through  Project  REACH  the 
Multicultural  Pilot  Project  was  able  to  build  on  the  trust  established  between  public  health 
departments  and  Latino  communities  in  the  first  5  pilot  counties.  Michigan's  Office  of 
Minority  Health  created  bridges  with  the  Hmong  community  by  utilizing  the  resources  in 
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the  Ingham  County  Health  Department.  The  County  Health  Department  directed  the 
training  of  the  community  health  outreach  workers  and  collaborated  with  the  Lao  Family 
Community,  Inc.,  a  community  based  organization  in  Lansing. 

Funding  Because  funding  sources  for  multicultural  activities  within  state  health  agencies 
are  finite,  states  aggressively  compete  for  federal  and  private  funding  dollars.  Two  of 
ASTHO's  pilot  project  states  were  solicited  for  proposals  related  to  their  pilot  project 
activities.  The  Michigan  Office  of  Minority  Health  was  invited  by  the  Kellogg  Foundation 
to  submit  a  proposal  on  improving  health  education  to  Hmong  communities  on  maternal 
and  child  health  issues  and  to  incorporate  the  family  centered  network  developed  through 
the  Southeast  Asian  Community  Health  Outreach  project.  The  California  Office  of 
Multicultural  Health  received  a  three  year  cooperative  agreement  from  the  Centers  for 
Disease  Control  and  Prevention  (CDC)  to  expand  the  initial  Southeast  Asian  Health 
Information  Database  from  resources  on  Vietnamese  and  Laotian  health  resources  to  cover 
all  the  major  ethnic  and  racial  populations  in  California.  The  incorporation  of  Minnesota's 
Community  Interpreter  Services  as  a  non-profit  organization  has  set  the  stage  for  CIS  to 
gradually  become  independent  from  state  funding.  Non-profit  status  allows  Community 
Interpreter  Services  to  diversify  its  portfolio  and  seek  funding  from  sources  such  as 
foundations  and  private  donors. 

Academic  Affiliation  All  of  the  multicultural  advisory  committees  for  the  pilot  projects 
involved  representatives  of  academic  institutions.  Many  used  resources  available  from 
universities  and  vocational  schools.  The  University  of  North  Carolina-Chapel  Hill  School 
of  Public  Health  offered  continuing  education  units  to  participants  of  the  pilot  training 
workshops.  The  School's  Office  of  Continuing  Education  agreed  to  continue  offering  the 
Latino  Competency  Training  statewide.  The  Delta-Montrose  Vocational  Technical  School 
in  Colorado  can  offer  the  HABLA  Medical  Interpreter  Curriculum  as  a  formal  course  in  the 
future.  In  Michigan,  the  Ingham  County  Health  Department  adapted  an  existing  health 
outreach  worker  training  curriculum  developed  by  the  Maternal  and  Child  Health  Institute, 
School  of  Community  Medicine,  a  division  of  Wayne  State  University  to  train  the  Hmong 
outreach  workers. 

Community  Networks  Several  projects  established  community  networks  for  health 
providers  serving  culturally  diverse  populations.  The  networks  provide  a  support  system  for 
providers  to  increase  communication  regarding  the  needs  of  the  racial  and  ethnic 
populations  they  serve  and  to  provide  a  forum  for  continuing  education.  Michigan  and 
Colorado  both  formed  new  networks  to  facilitate  information  sharing.  Massachusetts'  Project 
Aware  tapped  into  the  newly  established  statewide  Community  Health  Network  Areas  to 
assure  that  cultural  competency  training  and  culturally  appropriate  service  delivery  are 
incorporated  in  the  original  network  infrastructure. 

Establishment  of  Public/Private  Partnerships  All  the  state  health  departments 
implementing  ASTHO  Multicultural  Pilot  Projects  included  high  involvement  of 
representatives  of  multicultural  communities  and  state  and  local  health  agencies.  Many 
granting  agencies  and  foundations  have  begun  to  require  applicants  to  develop  collaborative 
multicultural  projects  involving  public  and  private  organizations.  Networks  and  working 
partnerships  developed  from  the  Multicultural  Pilot  Projects  will  be  an  advantage  to  state 
health  agencies  for  future  projects  and  proposals. 
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Future  of  ASTHO  Multicultural  Pilot  Projects 


Seed  funding  provided  through  the  ASTHO  Multicultural  Pilot  Projects  provided  a  framework 
for  national  models  to  decrease  language  and  cultural  barriers  to  public  health  services. 
Some  materials  and  curriculum  developed  by  ASTHO's  seven  pilot  projects  are  included  as 
appendices.  The  complete  set  of  materials  and  curricula  from  the  projects  was  submitted 
to  the  federal  Office  of  Minority  Health,  the  Office  of  Minority  Health  Resource  Center,  and 
the  Health  Resources  and  Services  Administration  Office  of  Minority  Health.  Further 
questions  on  the  availability  of  the  complete  training  curricula  and  other  materials  should 
be  directed  to  these  federal  offices. 
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APPENDIX  A 

CALIFORNIA 


Southeast  Asian  Health  Information  Project  Profile 

Southeast  Asian  Health  Information  Directory  -  Sample  Entry 
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California  Department  of  Health  Services 

Southeast  Asian  Health  Information  Project 


The  new  Office  of  Multicultural  Health  in  the  California  Department  of  Health  Services  (CDHS)  worked 
in  partnership  with  the  Asian  American  Health  Forum  to  develop  and  implement  a  Southeast  Asian  Health 
Information  Project.  California  has  the  largest  Asian  and  Pacific  Islander  population  in  the  United  States, 
with  approximately  one  quarter  of  the  state's  limited  English  speaking  population  speaking  an  Asian  or 
Pacific  Islander  language.  Due  to  immigration  and  high  fertility  rates,  the  Southeast  Asian  population  in 
California  has  increased  500%  over  the  past  decade  to  more  than  half  a  million  people. 

The  exponential  increase  in  the  size  of  the  Southeast  Asian  population  points  to  the  growing  need  for 
information  on  the  health  resources  for  this  population  in  California  and  throughout  the  nation.  The  goal 
of  the  health  information  project  was  to  create  a  database  of  resources  for  targeted  Asian  and  Pacific 
Islander  groups  which  could  be  used  to  identify  resources  at  the  state  and  national  levels.  Based  on  the 
state  health  department's  1991  Asian  and  Pacific  Islander  Task  Force  Report  on  Year  2000  Health 
Promotion  Objectives  and  Recommendations  for  California,  the  project  collected  information  primarily 
on  five  priority  health  topics:  cancer,  diabetes,  heart  disease/stroke,  tobacco  and  nutrition.  The  health 
information  and  resources  for  two  Southeast  Asian  populations  -  Laotian  and  Vietnamese  -  has  been 
systematically  compiled  into  a  Directory  for  distribution  throughout  California.  The  Directory  describes 
resources  available  in  all  health  related  organizations  which  serve  Southeast  Asian  populations.  These 
include  local  health  departments,  community  and  migrant  health  centers,  community  based  organizations, 
schools,  colleges,  and  universities,  organized  health  care  agencies  (HMOs,  managed  care  providers),  WIC 
programs,  and  municipalities. 

The  Southeast  Asian  Health  Information  Project  database  was  constructed  to  be  compatible  with  a  national 
program,  the  Combined  Health  Information  Database  (CHID)  supported  by  the  Center  for  Disease  Control 
and  Prevention  (CDC).  In  order  to  assure  that  the  database  survey  tool  and  the  directory  would  be 
comprehensive  and  useful  for  the  targeted  populations,  the  survey  designs  and  distribution  plans  were 
guided  by  a  multicultural  advisory  committee  representing  state  and  local  health  personnel  as  well  as 
representatives  from  community  based  Laotian  and  Vietnamese  organizations  across  the  state.  The  final 
information  compiled  for  the  database  on  California  health  related  organizations  includes:  1)  health 
program  areas  covered  such  as  tuberculosis,  hepatitis  B,  and  mental  health,  2)  program  activities  such  as 
training  or  screening,  3)  activity  settings  such  as  temples,  schools,  or  health  departments,  4)  target 
populations,  5)  language  capabilities  (written  and  spoken),  6)  goals  and  objectives  of  the  organization,  7) 
informational  materials  available,  and  8)  funding  for  programs.  The  database  software  permits  easy  access 
to  data  in  a  variety  of  reference  formats,  and  plans  for  on-line  access  are  forthcoming. 

The  informational  files  of  the  Southeast  Asian  Health  Information  Project  will  be  accessible  to  health  care 
providers  and  professionals  across  the  country  when  they  are  uploaded  to  the  CHID.  According  to 
Barbara  Marquez,  project  co-director,  "this  contribution  to  the  national  database  is  significant  since  the 
current  CHID  files  are  extremely  limited  on  programs  and  materials  for  racial  and  ethnic  groups, 
particularly  Asians  and  Pacific  Islanders."  The  Southeast  Asian  Health  Information  Database  will  serve 
as  the  foundation  for  a  larger,  more  comprehensive  database  proposed  for  the  CDHS  Office  of 
Multicultural  Health.  Based  on  the  success  of  this  pilot  project,  CDHS  has  received  a  three  year 
cooperative  agreement  from  CDC  to  develop  a  database  of  language  and  cultural  related  information  on 
the  major  ethnic  and  racial  groups,  which  will  also  be  compatible  with  the  national  CHID  system. 

Contact:  Barbara  Marquez,  California  Office  of  Multicultural  Health  (916)  322-6868 
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SOUTHEAST  ASIAN  HEALTH  INFORMATION  PROJECT 


CALIFORNIA 


ENTRY  FORM 


Instructions:  In  order  to  list  a  health  promotion  program,  please  fill  out  this 
form  completely.  Programs  must  be  •  ONGOING,  •  Focus  on  cancer, 
diabetes,  heart  disease,  and/or  the  associated  risk  factors  of  tobacco, 
nutrition,  and  physical  activity,  and  •  Target  Asians,  specifically  Southeast 
Asians.  One  Entry  Form  must  be  completed  for  eacn  program  to  be  listed. 
Return  this  form  by  September  *,0, 1993. 


Please  fax  or  mall  the  completed  form  by 
September  go,  1993  to: 

Barbara  Marquez 

Southeast  Asian  Health  Information  Project 

Office  of  Multicultural  Health 

Department  of  Health  Services 

P.O.  Box  942732 

Sacramento,  CA  94234-7320 

(916)  322-6851 

Fax  (916)  324-7763 


1.     BASIC  INFORMATION 


Agency  Name 


Division/Department 


Section 


Address 


City 

ZIP  Code 

County 

Telephone  Number 
(  ) 

Fax  Number 
(  ) 

Program  Name 


Program  Begin  Date 

Program  End  Date  (if  known) 

Program  Director 

Title 

Contact  Person 

Title 

2.     CHECK  THE  TOPICS  THAT  YOUR  PROGRAM  COVERS.  Check  all  that  apply. 


□ 

Alcohol/Drug  Abuse  Prevention 

□ 

Exercise/Fitness 

□ 

Stroke 

□ 

Arthritis 

□ 

Hepatitis  B 

□ 

Thalassemia 

□ 

Cancer 

□ 

Hypertension 

□ 

Tuberculosis 

□ 

Cardiovascular 

□ 

Nutrition/Diet 

□ 

Weight  Control 

□ 

Cholesterol 

□ 

Respiratory  Conditions 

□ 

Other 

□ 

Dental 

□ 

Smoking/Tobacco 

□ 

Diabetes 

□ 

Stress/Mental  Health 

PROGRAM  GOALS  AND  OBJECTIVES 

Goals 

1.   

2.   

Objectives 

1,   


2. 

3. 
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4. 

CHECK  ACTIVITIES  THAT  APPLY  TO  YOUR  PROGRAM.  Check  all  that  apply. 

O  Advocacy 

□ 

Evaluation 

□ 

Screening 

O    Community  Coalition 

□ 

Group  Classes/Presentation 

□ 

Self-Help 

Building/Participation 

□ 

Marketing 

□ 

Technical  Assista 

ice 

LJ   Community  Needs  Assessment  O 

Material  Development 

G 

Training 

O  Counseling 

□ 

Media 

□ 

Translation 

G  Consultation 

□ 

Policy  Making 

O 

Treatment 

G  Data'Surveillance 

□ 

Research 

O 

Other 

G  Education 

□ 

Resource  Center 

5. 

AGE  CATEGORY.  Check  all  target  groups  for  which  the  activity  is  intended. 

G   All  Ages 

□ 

Children  (6-12) 

G 

Adults  (25-64) 

□    Infants  (0-1 ) 

□ 

Adolescents  (13-18) 

□ 

Seniors  (65+) 

□   Preschool  Children  (2-5) 

□ 

Young  Adults  (19-24) 

6. 

SETTINGS.  Check  all  settings  in  which  the  activity  is  providedAntended. 

G  Church/Temple/Pagoda 

□ 

Local  Health  Department 

□ 

Store/Mall 

□  Clinical 

□ 

Media 

O 

Street 

G  Community 

□ 

Rural 

□ 

Work  Site 

G   County  Nursing  Service 

□ 

School/University 

□ 

Other 

G  Home 

7. 

TARGET  GROUPS.  Check  all  that  apply 

Ethnic/Racial  Populations: 

Specific  Groups: 

G   Asian/Pacific  Islanders: 

G  General  Public 

□ 

Job  Training 

G    Asian  Indian 

□ 

Korean 

G  Blue  Collar 

□ 

Low  Income 

G  Cambodian 

□ 

Lao 

O  College  Students 

□ 

Low  Literate 

G  Chinese 

□ 

Mien 

G  Disabled 

□ 

Parents 

G  Chinese/ 

□ 

Samoan 

O   ESL  Students 

n 

Patients 

Vietnamese 

□ 

Thai 

G  Families 

□ 

Refugees 

G  Filipino 

□ 

Tongan 

G  Females 

□ 

Other 

G  Guamanian 

□ 

Vietnamese 

G  Males 

G  Hawaiian 

□ 

Other  Asian 

O  Gays/Lesbians 

CD  Hmong 

□ 

Other  Pacific  Islanders        G  Health  Care  Providers/ 

LJ  Japanese 

Other 

Professionals 

8. 

LANGUAGE  TRANSLATION  CAPABILITY.  List  all  the  languages  used  in  this  program's  activities  or  services. 

1 .  Cambodian 

□  Oral      □  Written                 5.  Mien 

G  Oral 

G  Written 

2.  Chinese 

□  Oral      G  Writt 

en                 6.  Vietnamese 

O  Oral 

G  Written 

3.  Hmong 

□  Oral      □  Written                  7.  Other 

G  Oral 

G  Written 

4.  Lao 

□  Oral      □  Writt 

en 

9. 

PROGRAM  FEE. 

Is  there  a  participant  fee  involved  with  the  program  (other  than  specific  materials)? 

□   Yes     □  No 

If  yes,  what  is  the  fee  $ 

per  participant 

10. 

FUNDING  SOURCE. 

Please  do  not  use  abbreviations. 

G  Government 

G  Federal 

□ 

State  □ 

Local  Specify: 

□  Private 

G  Voluntary 

□ 

Foundation  O 

Other  Specify: 
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1 1 .     MATERIALS.  For  each  material  listed,  check  all  categories  that  appiy  or  attach  order  form. 

a.     Title  of  material: 

Description: 

Type: 

□  Audio  Tape 

CJ  Brochure/Pamphlet 
O  Computer  Disk 

□  Exhibit 

□  Film 

n  Microiiche 

□  Poster 

O  Resource  Directory 

□  Self-Help  KitAVorkbook 

□  Slides 

□  Video 

□  Other 

Availability: 

□  Check-Out/Borrow 
O  Photocopy 

D  Purchase 

□  Rental 

□  Other 

O    Availability  Rosinctad 
(i.e.,  Tobacco  Contractor) 

□  Not  Available 

Cost: 

□  No  Charge 

□  Fee  Of  $ 

Contact  person  for  ordering 

(if  different  from  page  1 ): 

For  each  material  listed,  check  all  categories  that  apply, 
b.  Title  of  material: 

Description: 

Type: 

□  Audio  Tape 

O  Brochure/Pamphlet 
D  Computer  Disk 

□  Exhibit 

□  Film 

O  Microfiche 

□  Poster 

O   Resource  Directory 

□  Self-Help  KitAVorkbook 

□  Slides 

□  Video 

□  Other 

Availability: 

□  Check-Out/Borrow 
O  Photocopy 

O  Purchase 

□  Rental 

□  Other 

O    Availability  Restricted 

(i.e.,  Tobacco  Contractor) 
O    Not  Available 

Cost: 

□  No  Charge 

□  Fee  Of  $ 

Contact  person  for  ordering 

(if  different  from  page  1): 

For  each  material  listed,  check  all  categories  that  apply, 
c.  Title  of  material: 

Description: 

Type: 

□  Audio  Tape 

O  Brochure/Pamphlet 
O  Computer  Disk 

□  Exhibit 

□  Film 

O  Microfiche 

□  Poster 

O  Resource  Directory 

□  Self-Help  KitAVorkbook 

□  Slides 

□  Video 

□  Other 

Availability: 

□  Check-Out/Borrow 
O  Photocopy 

O  Purchase 

□  Rental 

□  Other 

G    Availability  Restricted 

(i.e.,  Tobacco  Contractor) 
O    Not  Available 

Cost: 

□  No  Charge 

□  Fee  Of  $ 

Contact  person  for  ordering 

(if  different  from  page  1): 

For  each  material  listed,  check  all  categories  that  apply, 
d.  Title  of  material: 

Description: 

Type: 

□  Audio  Tape 

O  Brochure/Pamphlet 
O  Computer  Disk 

□  Exhibit 

□  Film 

CJ  Microfiche 

□  Poster 

O  Resource  Directory 

□  Self-Help  KitAVorkbook 

□  Slides 

□  Video 

□  Other 

Availability: 

□  Check-Out/Borrow 
O  Photocopy 

O  Purchase 

□  Rental 

□  Other 

O    Availability  Restricted 

(i.e.,  Tobacco  Contractor) 
O    Not  Available 

Cost: 

□  No  Charge 

□  Fee  Of  $ 

Contact  person  for  ordering 
(if  different  from  page  1): 
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Indochinese  Mutual  Assistance 
Association 

San  Diego  County 


Sample  Entry 

Program  Name: 

IMAA  Alcohol/Drug  Recovery 
Program 


Program  Contact: 


Address: 


Program  Areas: 

Alcohol  or  Drug  Abuse  Recovery 


Asian  Si  Pacific  Islander  Language 

Groups  Served:  Capabilities: 

•  Cambodian  •  Cambodian 

•  Chinese  •  Hmong 

•  Hmong  •  Laotian 

•  Laotian  •  Vietnamese 

•  Vietnamese 


Target  Population: 

•  Blue  Collar  •  Low  Income 

•  ESL  Students  •  Low  Literate 

•  Families  •  Males 

•  Females  •  Refugees 

•  General  Public 


Program  Activities: 

•  Community  Coalition  Building 

•  Consultation 

•  Counseling 

•  Education 


•  Group  Classes  or  Presentation 

•  Material  Development 

•  Self- Help 

•  Translation 


2  2 
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Indochinese  Mutual  Assistance 
Association 

continued 


Sample  Entry 


Settings: 

•  Church/Temple /Pagoda 

•  Clinical 

•  Community 


•  Home 

•  School  or  University 

•  Store  or  Mall 


Goals  and  Objectives: 
Goals: 

•  To  provide  a  recovery  center  for  the  Indochinese  population  with  alcohol  or  drug  problems. 

•  To  provide  an  alternate  lifestyle  to  the  user  and  the  family  with  alcohol  or  drug  problems. 

Objectives: 

•  To  provide  an  alcohol-  and  drug-free  environment  for  the  recovery  of  people  with  drug  and  alcohol 
problems. 

•  To  provide  support  group  for  people  with  alcohol  or  drug  problems  and  their  families. 

•  To  educate  the  community  about  the  dangers  of  alcohol  or  drug  use  and  to  affect  a  change  in  the 
community's  accepted  norms. 


Informational  Materials: 
IMAA  Alcohol  Prevention  brochure  available  in  Khmer,  Laotian,  and  Vietnamese  (single  copies  free). 


Funding: 

County  of  San  Diego  Health  Department 


Notes: 
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APPENDIX  B 


COLORADO 


Health  Access  By  Language  Advocacy 

(HABLA)  Profile 


Basic  Interpreting  Syllabus 
(Spanish/English) 
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Colorado  Department  of  Health 

Health  Access  by  Language  Advocacy  (HABLA) 


Using  ASTHO  pilot  project  funds,  the  Colorado  Migrant  Health  Program  has  developed  a  medical 
interpreter  training  curriculum  and  a  network  for  cultural  competency  training  to  improve  access  to  health 
services  for  the  state's  migrant  farmworker  communities.  Approximately  49,000  migrant  and  seasonal 
farmworkers  work  in  Colorado  -  98%  are  Hispanic,  and  nearly  80%  speak  Spanish  only.  Goals  of  the 
Colorado  HABLA  project  (Health  Access  By  Language  Advocacy)  were  to  train  interpreters  who  could  be 
employed  in  local  health  agencies  and  to  train  resource  people  in  local  communities  to  provide  cultural 
competency  workshops.  The  HABLA  project  adapted  its  cultural  competency  training  program  from 
materials  developed  by  COSSMHO,  the  National  Coalition  of  Hispanic  Health  and  Human  Services 
Organizations.  The  materials  from  COSSMHO's  Proyecto  Informar  include  a  nationally  pilot  tested 
manual,  "Delivering  Preventive  Health  Care  to  Hispanics."  Colorado  also  established  a  Referral  Network 
for  utilization  of  interpreters  in  order  to  respond  to  community  need  for  translation  and  cross-cultural 
communication. 

The  medical  interpreter  course  developed  through  HABLA  was  conducted  in  cooperation  with  the  Delta- 
Montrose  Vocational  Technical  Training  Center.  Having  the  training  supported  through  the  Center 
provided  the  basis  for  academic  certification  of  the  students.  The  Center  may  continue  the  course  as  a 
regular  offering  now  that  the  initial  pilot  project  is  completed.  The  medical  interpreter  course  consists 
of  27  hours  of  classroom  work  and  4  hours  of  supervised  interpretation  services  during  actual 
provider/client  encounters.  Course  materials  were  developed  from  existing,  non-copyrighted  materials, 
and  original,  locally  appropriate  information.  The  curriculum  concentrates  on  basic  interpreting  skills  and 
basic  medical  terminology  in  both  English  and  Spanish  and  is  more  rigorous  than  any  training  that  the 
Migrant  Health  Program  had  conducted  in  the  past. 

According  to  Don  Horton,  Director  of  the  Colorado  Migrant  Health  Program,  over  half  of  the  interpreter 
graduates  are  now  employed  or  in  training  at  local  health  related  agencies.  The  program  was  also 
valuable  in  helping  medical  providers  recognize  the  need  for  trained  interpreter  services  and  in  teaching 
them  how  to  obtain  these  services.  Medical  providers  who  used  interpreter  students  during  office 
"internships"  also  consistently  praised  the  training  project.  Mr.  Horton  commented  that  "This  internship 
was  successful  not  only  as  a  practicum  for  students,  but  also  as  a  means  of  eliciting  the  support  and 
raising  the  awareness  of  medical  providers  and  helping  them  learn  how  to  use  interpreters  effectively." 

The  two  day  "training  of  trainers"  workshop  on  "Delivering  Preventive  Health  Care  to  Hispanics"  was 
followed  in  one  month  with  a  one-day  follow  up  session.  All  seventeen  participants  in  the  training 
presented  cultural  competency  workshops  locally  throughout  Colorado.  According  to  Mr.  Horton,  "This 
represents  a  significant  infusion  of  expertise  in  rural  parts  of  the  state  where  Hispanic  advocates  have 
previously  not  had  the  tools  to  educate  others  regarding  cultural  issues."  Through  the  multifaceted 
approach  of  the  HABLA  project,  the  Migrant  Health  Program  directly  responded  to  real  community  needs 
expressed  by  the  local  advisory  committee:  to  specifically  retain  trained  medical  interpreters  and  to 
establish  a  mechanism  for  fostering  cultural  awareness  throughout  the  community. 

Contact:  Don  Horton,  Colorado  Migrant  Health  Program  (303)  692-2430 
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Basic  Interpreters  Course  Syllabus 


FOREWORD 


The  delivery  of  health  care  services  is  tough  enough  without  adding  the 
problem  of  communication  because  the  provider  and  the  patient  do  not  speak  the 
same  language.  The  addition  of  a  third  party  to  act  as  an  interpreter  who  is 
untrained  and  who  may  even  be  related  to  the  patient  is  not  much  help  to  either 
the  patient  or  the  provider  and  often  leads  to  misdiagnosis  or  misunderstanding 
of  the  providers  instructions. 

Competent  interpreters  provide  a  means  to  maintain  standards  of  quality 
health  care  and  safety  for  all  individuals  concerned. 

This  syllabus  has  been  prepared  during  a  pilot  project  conducted  in  Delta, 
Colorado  under  the  offices  of  The  Colorado  Migrant  Health  Program  through  a 
grant  from  the  Association  of  State  and  Territorial  Health  Organizations, 
ASTHO  in  their  Bilingual  Health  Initiative. 

The  course  associated  with  this  project  was  conducted  in  cooperation  with 
the  Delta-Montrose  Vocational  Technical  Training  Center  in  Delta,  Colorado. 
The  Course  consisted  of  27  hours  of  classroom  work  and  4  hours  of  supervised 
interpretation  services  during  actual  provider/client  encounters.  The  course 
was  intended  only  to  provide  instruction  in  basic  interpreting  skills  and  an 
introduction  to  basic  medical  terminology  in  both  English  and  Spanish. 

It  is  hoped  that  this  syllabus,  with  the  attached  course  outline,  will  be  able  to 
be  utilized  by  other  groups  or  organizations  where  basic  training  of  interpreters 
for  use  in  enhancing  the  delivery  of  health  care  to  monolingual  Spanish  speaking 
patients  is  a  recognized  need. 
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GOALS  AND  OBJECTIVES 

THIS  PROGRAM  IS  DESIGNED  TO  HELP  PROVIDE  BASIC 
TRAINNG  IN  THE  ART  OF  INTERPRETING/TRANSLATING  AND 
INCREASING  MEDICAL  TERMINOLOGY  SKILLS. 

GOALS: 

To  provide  individuals  with  the  basic  skills  and  terminology  needed  to  successfully 
assist  medical  professionals  in  the  treatment  of  monolingual  Spanish  patients. 

OBJECTIVES: 

At  the  completion  of  this  training,  the  student  will  know; 

1.  How  to  effectively  assist  in  the  interpretation  of  information  during 
doctor/patient  interviewing  sessions. 

2.  Basic  medical  terminology  in  English  and  Spanish. 

3.  Appropriate  behavior,  attire,  expectations  (confidentiality,  legal,  etc.) 
required  of  medical  interpreters 

4.  Methods  of  interpreting  (Simultaneous,  Consecutive,  Paraphrasing). 

5.  The  importance  of  a  positive  attitude,  which  reflects  confidence,  caring  and 
trust  to  the  patient /doctor. 

6.  How  to  complete  necessary  forms  required  by  health  providers  and  agencies. 
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GRADING  METHOD 

Grades  will  be  determined  as  follows: 

•  Attendance  10  points  maximum 

•  Worksheets:  10  points  maximum 

•  Vocabulary  Quizes  40  points  maximum 

•  Video  Taping  30  points  maximum 

•  General  Observation  10  points  maximum 
by  Instructor  (classes) 

•  General  Observation 

by  Instructor  (internship)  40  points  maximum 

•  Final  Exam  60  points  maximum 

Approximate  Percentage  of  Total  Grades: 

•  Attendance  5% 

•  Worksheets  5% 

•  Vocabulary  Quizes  20% 

•  Video  Taping  15% 

•  General  Observation 

by  Instructor  (classes)  5  % 

•  General  Observation 

by  Instructor  (internship)  20% 


Final  Exam  30% 


0 


Students  must  successfully  complete  the  "Internship"  and  attain  at  least  160  points  in  order  to 
be  qualified  to  receive  a  "Certificate  of  Training" 
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TRAINING  SUMMARY 


LESSON  ONE: 

A.  Explaining  what  the  course  is  all  about: 

B.  Give  pre- tests. 

G       Pass  out  to  each  student  the  Vocabulary  List 
LESSON  TWO: 

A.  Give  the  test  of  the  first  two  pages  of  the  Vocabulary  List 

B.  After  the  test  is  completed,  take  15-20  minutes  to  discuss  topics  that  are  on  the 
students  minds. 

G       FIVE  RULES  OF  INTERPRETING: 
LESSON  THREE: 

A.  Give  test  on  next  two  pages  of  vocabulary 

B.  Return  the  tests  from  the  previous  class  and  discuss  your  overall  findings. 
C       During  this  class  the  subject  of  office  protocols  is  introduced. 

LESSON  FOUR: 

A.  Give  test  on  next  two  pages 

B.  Memory  exercises: 
LESSON  FIVE: 

A.  Give  test  on  next  two  pages  of  vocabulary 

B.  Techniques  of  Interpretation: 

G       Discussion  of  Prefixes  and  Suffixes: 
D.       Revisit  memory  exercise  if  time 
LESSON  SIX: 

A.  Give  test  on  next  two  pages  of  vocabulary 

B.  Begin  interpretation  exercises: 
LESSON  SEVEN: 

A.  Give  test  on  next  two  pages  of  vocabulary 

B.  Here  is  a  good  place  to  have  an  open  discussion  about  what  has  gone  on  so  far 
in  the  class. 

G       Practice  reading  through  various  scenarios 
LESSON  EIGHT: 

A       Give  test  on  next  two  pages  of  vocabulary 

B.       Begin  video-taping  different  combinations  of  students 
LESSON  NINE: 

A.  There  is  no  vocabulary  testing  tonight  so  first  act  is  to  return  tests  from  lesson 
eight  and  discuss  overall  findings. 

B.  Continue  the  Video  taping 

G       A  final  written  test  is  recommended. 
LESSON  TEN:  (Internship) 
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TRAINING  OUTLINE 

This  document  is  designed  to  be  used  in  the  process  of  training 
persons  to  be  interpreters  in  the  Medical  Office  setting.  It  is  designed 
in  the  manner  in  which  the  material  has  been  successfully  utilized  in 
a  pilot  project  sponsored  by  the  Colorado  Migrant  Health  Program 
through  a  grant  from  the  Association  of  State  and  Territorial  Health 
Organizations.  The  course  was  presented  in  cooperation  with  The 
Delta-Montrose  Vocational  Technical  Training  Center  in  Delta, 
Colorado. 

L        LESSON  PLAN: 

The  course  was  presented  in  9  separate  Sessions  each  approximately  3  hours  long. 

LESSON  ONE: 

A.  Explaining  what  the  course  is  all  about: 

1.  The  grading  system  and  the  importance  of  learning  proper  spelling.  (Use 
attachment  1  -  grading  system  -  one  for  each  student) 

2.  Introduce  the  teachers  and  all  the  students  to  one  another. 

3.  Tell  about  course  objectives. 

4.  Individualize  the  course  for  your  area,  your  needs,  and  to  that  of  the  students 
by  adding  other  material  if  needed. 

B.  Give  pre-tests.  These  are  tests  that  will  indicate  the  level  of  knowledge  of  the 
student  in  Medical  Terminology,  Spelling  Ability,  and  the  grasp  of  both 
Spanish  and  English  usage.  This  may  help  you  in  designing  later  parts  of  the 
course  because  it  may  show  class  weaknesses  or  where  individual  needs  of 
the  student(s)  require  special  attention. 

C.  Pass  out  to  each  student  the  Vocabulary  List  (attachment  3)  and  explain  how 
these  are  to  be  used. 

1.  On  subsequent  classes,  the  students  are  to  be  tested  on  these  words  in  both 
English  and  Spanish.  They  will  be  verbally  given  20  words  in  English  and 
then  20  words  in  Spanish.  They  are  asked  to  write  the  word  in  the  language 
in  which  it  is  given,  then  to  write  the  word  in  the  other  language  beside  it. 
The  object  is  to  grade  them  on  spelling  and  memory. 

a.  each  time  the  test  will.be  graded  and  the  grade  recorded  before  the  next 
class  and  returned  to  the  student  at  the  next  class.  (In  the  succeeding  class  you 
have  the  opportunity  to  discuss  different  words  and  how  there  may  be 
confusion  due  to  the  cultural  differences  in  the  translation  by  students  [or 
clients]  who  come  from  different  areas  of  Mexico  or  from  places  like  Cuba, 
Puerto  Rico,  or  Spain). 
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2.  Go  over  each  word  on  the  first  two  pages  of  the  list  to  assure  that  everyone 
understands  the  meaning  and  the  pronunciation  of  each  word. 
LESSON  TWO:  (in  this  and  all  subsequent  classes,  it  may  be  helpful  to  have  whatever 
training  aids  are  available  to  assist  in  graphically  showing  students  different  parts  of  the 
body.  We  had  both  a  replica  of  the  human  skeleton  and  excellent  charts  and  drawings 
furnished  by  the  Delta-Montrose  Voc.  Tech). 

A.  This  is  where  you  begin  in  earnest!  Give  the  Test  of  the  first  two  pages  of  the 
Vocabulary  List  (20  in  English  -  20  in  Spanish).  Start  by  asking  them  to  put  their 
name  and  the  date  on  the  top  of  the  paper.  Give  the  words  verbally.  Ask  them 
to  write  the  word  in  the  language  spoken  in  a  left  hand  column  and  then  in  the 
other  language  in  the  right  hand  column.  It  is  advisable  to  mix  the  words  so  that 
they  are  not  in  the  same  order  as  they  were  on  the  original  list.  Make  sure  each 
student  has  put  their  name  on  the  paper  before  they  hand  them  in. 

1.  Go  over  the  next  two  pages  of  the  vocabulary  to  assure  that  all  students 
understand  the  meaning  and  pronunciation  of  each  word.  Also  find  out  if  there 
are  other  words  that  may  be  used  for  interpretation  due  to  differences  in  culture 
between  students.  Discuss  these  differences  openly  for  all  students  to  learn. 

B.  After  the  test  is  completed,  take  15-20  minutes  to  discuss  topics  that  are  on  the 
students  minds.  Whether  it  is  about  vocabulary,  cultural  differences,  tuition, 
certification,  internship  —  whatever;  this  is  a  good  place  to  bring  some  of  those 
concerns  into  the  open. 

C.  FIVE  RULES  OF  INTERPRETING: 
LESSON  THREE: 

A.  Give  test  on  next  two  pages  of  vocabulary  (20  in  English  -  20  in  Spanish). 
Students  must  get  used  to  the  idea  that  this  will  be  first  thing  on  the  agenda  at 
each  subsequent  class. 

B.  Return  the  tests  from  the  previous  class  and  discuss  your  overall  findings.  (It 
may  be  necessary  to  work  with  some  individuals  on  something  specific).  This  is 
a  good  place  to  again  stress  that  one  of  the  more  important  parts  of  these 
exercises  is  to  stress  the  importance  of  correct  spelling.  When  grading  spelling, 
you  must  consider  the  punctuation  marks  such  as  accent  marks  (eg.  e)  or  the 
tilde  (eg.  n)  or  the  correct  use  of  articles  before  a  word  (eg.  el,  la,  los,  las). 

1.  One  of  the  reasons  that  spelling  becomes  important  is  because  interpreters  are 
often  asked  to  translate  the  written  word  or  to  assist  clients  in  the  completion  of 
forms.  These  translations  must  be  written  down  and  the  importance  of  accuracy 
is  no  different  here  than  in  the  spoken  word  interpretations. 

2.  Repeat  Lesson  2,  part  A-l. 

C.  During  this  class  the  subject  of  office  protocols  is  introduced.  Here  is  where  we 
gave  out  and  discussed  the  policies  (attachment  3)  we  expected  of  our  interpreter 
pool.  Because  we  had  a  payment  (salary)  schedule  that  other  programs  may  not 
have,  these  policies  may  have  to  be  individualized  to  fit  your  program. 
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LESSON  FOUR: 

A.  Give  test  on  next  two  pages  of  vocabulary  and  return  and  discuss  your  overall 
findings  from  day-three  testing. 

1.    Repeat  Lesson  2,  part  A-l. 

B.  Memory  exercises: 

a.  Utilizing  a  relatively  long  paragraph  written  in  English,  read  the  first 
sentence  to  the  first  student  and  have  them  repeat  it.  Then  read  the  first  and 
second  sentence  to  the  second  student  and  have  them  repeat  both  sentences. 
Then  read  the  first  second  and  third  sentence  to  the  third  student  and  have  them 
repeat  it.  Continue  this  until  all  the  paragraph  has  been  read  and  repeated.  The 
object  of  this  exercise  is  to  get  the  students  used  to  the  idea  that  they  have  to 
listen  very  carefully  and  must  concentrate  thoroughly  to  be  able  to  repeat  with 
accuracy  what  was  said.  This  is  what  they  will  be  encountering  in  many 
provider/ client  encounters,  particularly  if  the  encounter  is  one  of  an  instructive 
nature  rather  than  a  fact  gathering  encounter. 

b.  Utilizing  a  similar  paragraph  written  in  Spanish,  go  through  the  same 
exercise  as  above. 

c.  Utilizing  the  paragraph  written  in  English  in  (a)  above,  rather  than  each 
student  repeating  what  you  said,  have  them  translate  into  Spanish  what  was 
read  in  English. 

d.  Now  read  the  Spanish  paragraph  and  have  them  translate  into  English. 

{In  each  of  the  above  exercises  try  to  begin  with  a  different  student  so  that 
one  student  doesn't  always  get  only  one  or  two  sentences  or  that  the  same 
student  doesn't  always  have  to  remember  a  long  group  of  sentences) 

LESSON  FIVE: 

A.  Give  test  on  next  two  pages  of  vocabulary  and  return  and  discuss  your  overall 
findings  from  day  four  testing. 

1.    Repeat  Lesson  2,  part  A-l. 

B.  Techniques  of  Interpretation: 

1.  Show  video  developed  by  the  University  of  Arizona.  Use  it  just  as  they 
suggest.  Show  the  first  vignette  and  then  discuss  it  some.  You  may  find  it 
beneficial  to  rerun  portions  of  this  vignette.  Show  second  portion  and  discuss. 
Show  third  portion  and  discuss. 

2.  There  is  a  second  video  from  the  University  of  Minnesota  on  interpreting  in 
the  mental  health  setting  that  is  quite  long.  This  should  be  reviewed  by  the 
trainer  but  it  is  suggested  that  if  used  for  the  class  to  view  that  it  should  only  be 
viewed  partially,  not  the  total  video.  This  can  perhaps  be  done  by  fast  forwarding 
to  sections  chosen  for  viewing.  Some  concepts  shown  in  this  video  are 
important  but  may  be  better  discussed  without  use  of  the  video. 

C.  Discussion  of  Prefixes  and  Suffixes:  (Attachment  4).  It  is  not  possible  to  just  give 
the  students  a  list  of  prefixes  and  suffixes  and  expect  them  to  understand.  It  must 
be  accompanied  by  discussion  and  liberal  use  of  examples.  For  instance,  broncho 
and  laryngo  are  both  prefixes;  itis  is  a  suffix.  These  word  portions  can  be 
combined  into  separate  words  bronchitis  or  laryngitis 

D.  If  there  is  time  remaining  in  the  class  it  is  a  good  idea  to  go  back  and  revisit  the 
memory  exercises  seen  in  lesson  four  using  different  paragraphs. 
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LESSON  SIX: 

A.  Give  test  on  next  two  pages  of  vocabulary  and  return  and  discuss  your  overall 
findings  from  day-five  testing. 

1.    Repeat  Lesson  2,  part  A-l. 

B.  Begin  interpretation  exercises: 

1.  Divide  class  into  sections  of  three  people  each.  Provide  each  section  with  a 
short  scenario  of  a  provider/ client  encounter  (exercise  1,  2,  3,  or  4,  pages  31-34). 
One  person  will  be  the  patient,  another  the  doctor,  and  the  third  the  interpreter. 
Each  will  read  their  portion  of  the  scene  as  they  see  it  and  the  others  will  respond 
-  reading  their  portions  of  the  scene.  All  this  activity  is  to  be  observed  by  the 
trainer.  If  the  class  size  is  such  that  there  are  more  than  3  groups,  it  is  suggested 
that  a  second  person  be  utilized  to  assist  the  trainer  in  this  observation.  This 
could  be  another  student  if  the  class  does  not  equally  divide  by  three.  All 
students  should  be  given  the  opportunity  to  "play"  the  part  of  each  subject  (i.e. 
provider,  client,  and  interpreter)  and  be  observed. 

2.  Following  the  above  exercise,  each  student  is  given  a  topic  (suggestions  on 
page  31,  Other  Topics)  and  is  expected  to  write  a  short  scenario  using  the  written 
scenario  in  the  above  exercise  as  an  example.  The  idea  is  for  each  student  to 
come  up  with  a  practice  scene  that  can  be  used  in  later  practice  exercises  where 
the  students  divide  again  to  go  through  the  same  thing  as  above.  Eventually 
these  practice  exercises  will  be  videotaped  and  then  played  back  so  that  each 
student  will  have  the  opportunity  to  see  themselves  in  the  role  of  the 
interpreter.  The  writing  of  these  scenarios  can  be  extended  to  become  a 
homework  exercise. 

LESSON  SEVEN: 

A.  Give  test  on  next  two  pages  of  vocabulary  and  return  and  discuss  your  overall 
findings  from  day-six  testing. 

1.    Repeat  Lesson  2,  part  A-l. 

B.  Here  is  a  good  place  to  have  an  open  discussion  about  what  has  gone  on  so  far  in 
the  class.  Be  sure  that  you  cover  the  important  points  of  behavior  and  protocol, 
the  possible  cultural  differences  in  word  use  if  conversations  are  between 
persons  of  different  sections  of  Mexico  or  from  different  countries  where  Spanish 
is  the  predominant  language,  the  importance  of  Spelling. 

C.  Practice  reading  through  various  scenarios  just  as  we  did  during  session  six. 
Dividing  the  class  into  groups  of  three,  etc.  The  trainer  must  circulate  and 
observe  these  practice  sessions.  The  whole  idea  is  to  get  each  of  the  students 
better  and  better  at  expressing  themselves  as  well  as  getting  them  more  used  to 
the  idea  of  listening  and  then  providing  interpretation. 

LESSON  EIGHT: 

A       Give  test  on  next  two  pages  of  vocabulary  and  return  and  discuss  your  overall 
findings  from  day-seven  testing. 
Repeat  Lesson  2,  part  A-l. 
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B.  Begin  video-taping  different  combinations  of  students  in  "playing  through"  their 
written  scenarios.  Try  to  make  sure  that  every  student  has  the  opportunity  to  see 
themselves  in  the  role  of  interpreter  played  back  on  the  video  screen. 

LESSON  NINE: 

A.  There  is  no  vocabulary  testing  tonight  so  first  act  is  to  return  tests  from  lesson 
eight  and  discuss  overall  findings. 

1.  You  probably  have  not  gone  over  each  word  of  the  vocabulary  listing  and 
definitely  the  list  does  not  include  all  words  of  medical  terminology  that  one 
may  encounter;  therefore  the  trainer  must  stress  the  importance  of  continuing 
to  study  other  word  lists  and  utilizing  medical  dictionaries  for  continued  study. 

2.  Also,  this  is  the  place  to  stress  the  importance  of  accuracy  in  all  interpreting 
sessions.  It  must  be  emphasized  that  an  interpreter  must  NOT  try  to  "FAKE  IT" 
if  they  encounter  a  strange  word.  Merely  acknowledge  the  fact  to  the  person  that 
spoke  it  and  try  to  get  a  clarification  that  can  be  understood  by  all  parties. 

B.  Continue  the  video-taping  as  in  the  previous  evening  if  necessary.  All  students 
must  be  given  the  opportunity  to  see  themselves  on  the  TV  monitor  in  at  least 
the  role  of  interpreter.  There  should  also  be  some  critique  given. 

C.  Final  written  tests  are  recommended.  We  have  used  the  exact  same  pre-test  as 
was  given  on  the  first  night  (LESSON  ONE)  as  part  of  this  testing.  The  main 
reason  for  giving  this  test  is  to  allow  both  the  student  and  the  trainer  to  see  the 
progress  made  by  each  student  during  this  course.  Each  student  will 
immediately  grade  their  own  test  and  be  asked  to  compare  with  their  results  of 
the  first  night.  These  tests  are  then  collected  for  recording' results  with  the 
promise  that  they  would  be  returned  to  them. 

LESSON  TEN:  (Internship)  This  portion  of  the  training  is  not  conducted  in  a 
classroom  setting.  It  is  expected  that  each  student  will  be  scheduled  for  four  (4) 
hours  of  actual  interpretation  activity  in  a  medical  office  or  hospital  setting. 
During  each  of  these  four  hours  the  student  will  provide  interpretive  services 
for  a  client/provider  encounter  under  the  supervision /observation  of  a  qualified 
interpreter. 

The  supervisor/observer  is  expected  to  complete  a  written  report  on  each 
encounter  observed  using  a  provided  evaluation  form.  (Suggested  example 
form  is  attachment  5). 

NOTE:  In  lessons  2  through  8  it  is  possible  to  use  the  concept  of  "Flashcards". 
Utilizing  3X5  card  stock,  the  students  may  write  vocabulary  words  on  the  3X5 
card  putting  the  English  on  one  side  and  the  Spanish  on  the  other.  Then  these 
cards  can  be  used  as  an  exercise  between  students  for  study  purposes.  We  found 
there  was  little  time  for  this  during  scheduled  class  hours  but  very  effective  as 
study  method  if  two  or  more  students  could  get  together  between  classes. 
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Massachusetts  Department  of  Public  Health 

Project  Aware 


Massachusetts  used  ASTHO  seed  funding  to  develop  and  implement  Project  Aware,  a  multifaceted 
approach  to  reducing  language  and  cultural  barriers  to  public  health  services.  With  the  collaborative 
leadership  of  the  Office  of  Health  Policy  Development,  the  Office  of  Minority  Health,  and  the  Office  of 
Refugee  and  Immigrant  Health  in  the  state  Department  of  Public  Health  (MDPH),  Project  Aware 
incorporated  statewide  cultural  competency  training  and  database  development.  The  multicultural  focus 
of  Project  Aware  addressed  the  states  growing  diverse  population  of  Latinos,  southeast  Asians,  Haitians, 
Portuguese,  Cape  Verdean,  and  other  racial  and  ethnic  groups.  Twelve  percent  of  Massachusetts  residents 
are  people  of  color,  and  one  out  of  every  ten  residents  is  foreign  born. 

Through  Project  Aware,  Massachusetts  designed  and  implemented  three  two-day  workshops  on  quality 
improvement  tools  for  increasing  access  to  services  for  multicultural  communities.  Participants  in  the 
training  sessions  included  representatives  from  the  twenty-seven  Community  Health  Network  Areas  across 
the  state  and  MDPH  staff.  The  newly  formed  Network  Areas  represent  a  step  in  the  state's  move  toward 
better  coordination  of  community  based  health  services  to  improve  quality  of  care,  increase  access  to 
primary  care,  and  control  costs  while  building  a  managed  care  system  for  both  Medicaid  and  uninsured 
residents.  The  Network  Areas  are  comprised  of  health  providers,  individual  consumers,  local  health 
departments,  hospitals,  schools,  and  businesses  working  on  health  improvement  projects  for  culturally 
diverse  populations.  Using  the  Network  Areas  to  pilot  test  the  Project  Aware  cultural  competency  training 
workshops  allowed  the  state  health  agency  to  assure  that  coordinated  service  delivery  systems  across  the 
state  would  address  the  unmet  health  needs  of  diverse  racial  and  ethnic  populations. 

Participants  in  the  training  learned  how  to  identify  structural  barriers  to  multicultural  access  and  utilization 
of  health  services.  Participants  discussed  structural  supports,  strategies,  and  the  availability  of  health 
agency  resources  to  overcome  language  and  cultural  barriers  to  health  services.  Workshop  participants 
developed  action  plans  to  take  back  to  their  respective  Network  Areas  for  further  revision,  community 
input,  and  implementation.  The  Massachusetts  Department  of  Public  Health  will  continue  to  sponsor 
periodic  workshops  for  Network  Area  teams  on  specific  health  status  issues  such  as  cultural  issues  in 
smoking  cessation  programs  or  issues  in  HIV  transmission  on  an  ongoing  basis. 

Another  facet  of  Project  Aware  focused  on  increasing  the  capacity  of  the  MDPH  Community  Health 
Information  Project  (MassCHIP)  to  generate  health  status  data  by  race  and  ethnicity,  in  addition  to 
geographic  area,  age,  and  gender.  Activities  defining  the  database  included  workshops  on  how  the  U.S. 
Census  Bureau  collects  and  publishes  data  for  race,  ethnicity,  and  ancestry  groups.  As  a  result  of  the 
MassCHIP  expanded  database,  local,  regional,  and  state  health  planners  and  providers  serving  culturally 
diverse  communities  will  have  increased  access  to  racial/ethnic  health  status  data  in  order  to  better  target 
health  promotion  and  intervention  programs  statewide. 

Project  Aware  staff  also  conducted  round  table  discussions  with  local  health  officials  to  identify  barriers 
and  solutions  to  increasing  capacity  to  improve  the  health  status  of  cultural  and  linguistic  minorities. 
According  to  Kathleen  Atkinson,  project  director,  "Local  health  departments  serving  older  urban 
communities  experiencing  extensive  influxes  of  recent  arrivals  are  particularly  interested  in  strategies  for 
reaching  and  serving  refugees  and  immigrants."  The  local  health  officers  play  a  key  role  in  assuring 
access  to  services  in  the  community  health  network. 

The  Project  Aware  Advisory  Committee  continues  to  meet  regularly.  Project  staff  meet  with  the  state 
health  Commissioner  on  a  monthly  basis  as  part  of  a  senior  management  "cluster"  to  maintain  cultural 
competency  as  a  high  priority  within  the  MDPH. 

Contact:  Kathleen  Atkinson,  Massachusetts  Division  of  Health  Policy  Development  (617)  727-2692 
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Michigan  Department  of  Public  Health 

Southeast  Asian  Community  Health  Outreach  Program  (SACHO) 


The  Michigan  Department  of  Public  Health,  Office  of  Minority  Health  (OMH)  used  ASTHO  seed  funding 
to  implement  the  Southeast  Asian  Community  Health  Outreach  (SACHO)  Program  to  develop  linkages 
between  local  public  health  departments  and  southeast  Asian  communities.  There  are  approximately 
1025  southeast  Asians  in  the  greater  Lansing  area  who  are  non-English  speaking  or  limited  English 
proficient.  Initial  outreach  targeted  the  Hmong  community  in  the  greater  Lansing  area.  The  outreach 
project  developed  a  Southeast  Asian  Health  Network  of  health  professionals  who  work  closely  with 
southeast  Asian  communities.  The  objective  of  the  SACHO  project  was  to  increase  communication  and 
trust  between  the  public  health  system  and  the  Hmong  community  through  outreach  and  improved 
information  networks. 

The  Office  of  Minority  Health  collaborated  with  the  Lansing  Department  of  Health  and  the  Lao  Family 
Community,  Inc.,  a  community  based  human  services  organization,  to  expand  its  health  care  education 
program.  The  SACHO  project  recruited  and  trained  two  community  health  outreach  workers  (HOWs) 
from  the  Hmong  community.  The  seven  hour  training  was  conducted  through  the  Ingham  County  Health 
Department  with  materials  adapted  from  the  Maternal  and  Child  Institute,  Health  Advocacy  Program  at 
Wayne  State  University.  Training  included  practical  information  such  as  accessing  the  local  health  system 
and  how  to  refer  people  to  services,  and  hands-on  workshops  in  maternal  and  child  health  clinics,  STD 
clinics,  and  other  practical  settings  delivering  primary  care  and  preventive  health  services  in  the  area. 

With  the  availability  of  newly  trained  Hmong  outreach  workers,  the  health  department  was  able  to  adapt 
existing  services  to  improve  access  for  the  Hmong  community.  The  department  developed  a  modified 
Health  Needs  Assessment/Tracking  Record  for  the  outreach  workers  to  survey  the  needs  of  the  Hmong 
community  in  the  greater  Lansing  area.  The  current  health  assessment  form  used  for  all  health  department 
clients  was  expanded  to  gather  culturally  relevant  information  on  food,  clothing,  and  shelter  which  may 
impact  on  physical  and  mental  health  of  the  Hmong  community.  As  a  result  of  having  Hmong  health 
outreach  workers,  seventy-two  Hmong  clients  were  provided  health  related  services  including 
interpretation  during  medical  appointments,  assistance  in  completing  medical  registration  forms,  applying 
for  medical  assistance,  and  transportation  to  health  clinics.  The  outreach  workers  continue  to  be 
employed  by  the  health  department. 

The  SACHO  project  also  established  a  network  of  Community  Health  Advocates  (CHAs).  According  to 
Connie  Alfaro,  SACHO  project  director,  "These  volunteers  are  recognized  Hmong  clan  leaders  who  play 
a  vital  role  in  allowing  service  providers  (including  Hmong  Health  Outreach  Workers)  to  access  the 
Hmong  community."  The  SACHO  project  coordinator  from  Lao  Family  Community,  Inc.  worked  with 
the  Community  Health  Advocates  to  define  how  their  roles  interfaced  with  the  HOWs.  The  Office  of 
Minority  Health  sees  this  bridge  with  the  Hmong  clan  leaders  as  pivotal  in  respecting  the  family  centered 
nature  of  the  Hmong  culture  and  garnering  the  trust  of  the  community  to  public  health  outreach.  In 
addition,  the  SACHO  Project  collaborated  with  an  existing  OMH  project  with  Lao  Family  Community, 
Inc.  to  present  an  Hmong  Cultural  Orientation  Workshop  for  twenty-seven  medical  and  public  health 
providers  in  the  Greater  Lansing  area. 

Based  on  the  comprehensive  nature  of  the  Southeast  Asian  Community  Health  Outreach  Project  and  the 
initial  success  of  the  collaboration  between  the  state  Office  of  Minority  Health,  the  Ingham  County  Health 
Department,  and  the  Lao  Family  Community,  Inc.,  the  Office  of  Minority  Health  has  been  asked  by  the 
Kellogg  Foundation  to  submit  a  concept  paper  for  addressing  Hmong  health  education  needs.  The 
proposed  Bridge  Project  would  provide  maternal  and  child  health  education  information  and  introduce 
basic  survival  English  skills. 

Contact:  Connie  Alfaro,  Michigan  Office  of  Minority  Health,  (517)  335-9079 
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Latino  Cultural  Competency  Project  Profile 


Latino  Cultural  Competency  Training  Curriculum  Sections: 

Agenda 

Stories  About  Every  Day  Latino  Life 
The  Talking  Circle 
Lessons  Learned  From  Recruiting  Community  Representatives 
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North  Carolina  Department  of  Energy,  Health,  and  Natural  Resources 

Latino  Cultural  Competency  Project 


The  North  Carolina  Women's  Preventive  Health  Branch  used  ASTHO  seed  funding  to  implement  a  multi- 
tiered  project  to  develop,  implement,  and  evaluate  the  impact  of  cultural  competency  training  to  improve 
health  service  delivery  to  the  state's  Latino  population.  North  Carolina  has  the  fifth  largest  migrant 
farmworker  population  in  the  United  States,  91.5%  of  whom  are  Spanish  speakers.  Local  health 
department  staff  play  an  increasingly  key  role  in  the  provision  of  health  services  to  Spanish  speaking 
clients  who  have  settled  out  of  the  migrant  stream  and  reside  year  round  in  the  state.  The  two  day  Latino 
Cultural  Competency  Training  Curriculum  aimed  to  increase  the  cultural  competency  and  cultural 
sensitivity  of  health  care  professionals  who  serve  Latino  clients.  Both  public  health  professionals  and 
Latino  community  representatives  participated  in  the  planning,  implementation,  and  evaluation  of  the 
training  sessions. 

The  success  of  the  Latino  Cultural  Competency  Training  can  be  attributed  to  its  multidisciplinary  and 
highly  experiential  nature.  Presenters'  backgrounds  ranged  from  health  education  and  nursing  to  social 
work  and  anthropology.  Elementary  Spanish  words  and  phrases  such  as  greetings  were  taught  throughout 
both  days  of  the  workshop  to  heighten  awareness  of  language  issues  and  methods  to  overcome 
communication  barriers.  The  first  day  of  the  training  concluded  with  a  social/cultural  mixer  to  help  the 
participants  break  up  the  formality  of  the  workshop.  A  "convivio"  complete  with  an  authentic  Mexican 
dinner  and  live  Latino  music  was  provided  by  local  participants.  According  to  Susan  Auger,  project 
director,  the  networking,  outreach,  and  cooperation  fostered  through  the  trainings  "helped  lay  the 
foundation  for  future  collaboration  between  health  departments  and  other  agencies  and  the  Latino 
community."  Participants  received  continuing  education  units  from  the  University  of  North  Carolina's 
School  of  Public  Health. 

The  second  day  of  training  included  "talking  circles"  or  small  group  discussions  examining  the  main 
barriers  and  incentives  that  influence  compliance  of  Latinos  to  health  care  treatment  and  prevention. 
Participants  commented  favorably  on  the  talking  circles  because  they  provided  a  personalized  context 
from  Latino  community  representatives  within  which  to  draft  specific  plans  of  action  during  the  workshop. 
These  draft  strategies  were  taken  back  to  the  health  departments  for  implementation. 

Each  participant  in  the  Latino  Cultural  Competency  Training  also  received  a  model  resource  manual  of 
sample  patient  education  materials  in  Spanish  for  use  in  the  health  departments.  Project  staff  made  a 
special  effort  to  include  Spanish  and  English  versions  of  the  materials  in  the  manual  because  many 
providers  who  do  not  speak  Spanish  indicated  that  they  do  not  feel  comfortable  distributing  materials  if 
they  cannot  verify  the  content  or  accuracy.  The  project's  curriculum  consultant  surveyed  Latinos  who 
utilize  health  departments  regarding  their  preferences  among  the  educational  materials,  which  were  also 
reviewed  by  bilingual  and  bicultural  state,  regional,  and  local  health  professionals.  A  directory  of  local 
community  health  resources  for  Spanish-speaking  clients  was  also  incorporated  in  the  manual.  The  Latino 
Resource  Manual  will  be  replicated  and  distributed  to  every  health  department  in  North  Carolina. 

One  month  after  the  first  training  session,  health  departments  were  surveyed  regarding  changes  their 
agencies  made  to  be  more  "culturally  competent."  Health  departments  followed  up  on  their  training 
action  plans  by  targeting  health  information  dissemination  in  migrant  camps,  contracting  a  Spanish 
instructor  to  teach  basic  language  skills  to  staff,  and  using  health  education  materials  from  the  resource 
manual.  Participant  evaluations  indicated  that  the  Latino  Cultural  Competency  Training  workshops 
provided  "usable  information  to  help  motivate  personnel  and  change  policy." 

To  further  evaluate  the  impact  of  cultural  competency  training,  the  North  Carolina  project  also  pilot  tested 
and  revised  an  interviewers'  guide  to  assessing  the  reputation  of  local  health  departments  in  the  Latino 
community.  The  interview  tool  assesses  the  status  of  the  health  department  as  a  source  of  health  services 


60 


ASTHO  Multicultural  Projects 


and  collects  community  input  on  improving  responsiveness  of  health  department  services  to  the  needs 
of  Latinos.  The  assessment  also  collects  information  on  the  informal  communication  network  within  the 
Latino  community  which  disseminates  health  information,  such  as  curanderos  or  traditional  healers. 
Information  from  these  questionnaires  will  enable  the  health  departments  to  work  more  effectively  with 
these  networks. 

Several  components  of  North  Carolina's  Latino  Cultural  Competency  Project  will  be  institutionalized 
throughout  the  state.  The  Office  of  Continuing  Education  at  the  University  of  North  Carolina's  School 
of  Public  Health  has  agreed  to  continue  offering  the  workshop  statewide,  with  the  next  training  tentatively 
scheduled  for  the  spring  of  1994.  Feedback  on  the  project  and  recommendations  have  been  requested 
by  the  state's  Office  of  Minority  Health  to  assist  in  establishing  priorities  and  goals  for  Latino  health  for 
the  next  year.  As  a  follow  up  activity,  the  Women's  Preventive  Health  Branch  and  the  Office  of  Minority 
Health,  with  the  support  of  state  health  officer  Dr.  Ronald  Levine,  will  be  co-sponsoring  a  special  Cultural 
Competency  Conference  in  February  1994.  Policy  and  decision-makers  from  all  Divisions  of  the 
Department  of  Environment,  Health,  and  Natural  Resources  will  participate  to  build  a  common  framework 
regarding  the  definition  of  cultural  competence  as  well  as  the  needs  and  benefits  of  ensuring  a  culturally 
competent  public  health  system. 

Contact:  Susan  Auger,  North  Carolina  Women's  Preventive  Health  Branch  (919)  715-3392 
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LATINO  CULTURAL  COMPETENCY  TRAINING 
(INSERT  DATE  &  LOCATION) 
AGENDA 

DAY  1 

NOTE:  Spanish  words/phrases  will  be  taught  throughout  both  days. 
8:30  -  9:00  Cafe  y  Empanadas  (Coffee  &  Pastry) 


9:00  -  9:45  Welcome  -  Bilingual 

Introductions  -  Overview  of  Workshop 

Icebreaker 

Presenters: 

9:45  A  Framework  for  Cultural  Awareness 

Definition  and  discussion  of  the  importance  of  culture  and  the 
cultural  competency  continuum.  Examine  cultural  values  and  beliefs 
from  a  personal  perspective  and  identify  how  these  values  affect 
your  ability  to  deal  with  cultural  differences. 
Presenters: 

10:45  -  10:55  Break 


A  Framework  for  Cultural  Awareness,  continued 
1 1  30  An  Evaluation  Break 

1 1  45  Hispanics:  Demographics,  Health  Status,  Access  to  Care,  Health 

Behavior  information. 

National,  state  and  local  statistics  and  related  information. 
Presenter: 


12:15-1:15  Lunch 


LatinoCultural  Values/Guidelinesfor Interpersonal  Relationships 

Discussion  of  Latino  beliefs  and  norms  guiding 

interpersonal  interactions. 

Presenters: 
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3:00  -  3:15  Wiggle  Break  (learn  "Spanish"  body  parts) 


3:15  -5:00  Stereotypes  &  Prejudices 

Impact  of  stereotyping  as  a  barrier  to  effective  communication  and 

utilization  of  health  services. 

Presenters: 


6:30  -  9:00  "Convivio"  -  Hispanic  Dinner  and  live  Hispanic  music. 


DAY  2 

8:30  -  9:00  Cafe  y  Empanadas  (Coffee  &  Pastry) 

9:00  -  9:15  Welcome  &  Overview  of  Day  -  Bilingual 

Stories  about  Everyday  Latino  Life 

Awareness  of  typical  working/living  conditions 
and  experiences  of  Latinos  with  the  local  health 
care  system. 
Facilitators: 

10:15-10:25  Break 

Talking  Circle 

Share  stories  and  experiences  of  local  Latinos.    Examine  main 
barriers  and  incentives  that  can  improve  Latino  families'  utilization 
of  and  access  to  health  care. 
Facilitator: 


1 1 :25  Focus  on  Language 

Utilizing  the  expertise  of  community 
representatives,  discuss  methods  to  address 
language  barriers  and  non-verbal 
communication  appropriate  to  Latinos.  Identify 
guidelines  for  using  interpreters. 
Facilitator: 

12:15-1:15  Lunch  -  Guests:  Community  Representatives 
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1:15  Culturally  Competent  Organizations 

Identify  specific  characteristics  of  culturally 
competent    and    incompetent    health  care 
agencies/organizations. 
Facilitator: 

2:30  Plan  of  Action 

Priortize  your  goals  for  increasing  your  and/or  your  agency's  ability 
to  serve  Latino  clients  in  a  more  culturally  competent  manner. 
Develop  a  related  plan  of  action. 
Facilitator: 

3:00  -  3:30  Evaluation  &  Wrap-Up 

Facilitator: 

3:45  -  4:00  Circle  to  Adjourn 
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LATINO  CULTURAL  COMPETENCY  TRAINING 


PRESENTATION: 


Stories  About  Everyday  Latino  Life 


OBJECTIVES: 


To  increase  awareness  of  typical  working  and  living  conditions 
of  local  Latinos 


SETTING: 


TIME  NEEDED 


MATERIALS: 


■  To  increase  awareness  of  the  experience  of  local  Latinos  in 
accessing  and  utilizing  state/community  health  services 

The  room  arrangement  depends  on  your  location.  Highly  recommend 
4-5  small,  comfortable  rooms.  If  possible,  arrange  chairs  in  large  room 
in  a  circle  for  Introductions  &  Welcome.  Participants  and  guests  can 
go  to  the  small  rooms  for  remaining  of  session  and  return  to  large 
room  for  the  Talking  Circle. 

85  minutes  (75  minutes  for  small  group  plus  10  min  break  afterwards) 
NOTE:  This  session  could  easily  be  extended  15-30  min  for  a  longer 
group  discussion  and  break. 

1 )  Crayons  and  drawing  paper  for  children  of  community  guests  or 
washable,  nontoxic  markers!  and/or  books,  etc.  A  volunteer 
babysitter  would  be  very  helpful  during  the  morning  so  the 
parents  with  children  can  focus  on  the  discussions. 


PROCEDURES: 

1.  WELCOME  participants  and  community  guests.  (IMPORTANT  -  First  in  Spanish, 
then  in  English!)  (10  min) 

2.  INTRODUCE  community  guests  to  the  group,  giving  a  brief  synopsis  of  each  guest. 
(10  min) 

3.  BREAK  into  4-5  small  groups;  each  group  will  have  at  least  one  community 
representative,  a  bilingual/bicultural  facilitator  and  4  -  7  participants.  See  sample 
"Small  Group  Facilitator  Instruction  Sheet"  for  group  process.  (55  min) 

4.  RECONVENE  after  allotted  time  for  a  break  with  snacks  and  drinks.  A  large  circle 
of  chairs  should  already  be  set  up.  (10  min  break) 

NOTES  TO  FACILITATOR: 


WELCOME:  Acknowledge  the  participants'  active  involvement  during  the  sessions  on  Day 
1  and  encourage  even  more  participation  during  the  sessions  on  Day  2.  On 
this  day,  Latinos  from  the  community  come  as  invited  guests  to  meet  with  the 
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participants.  Other  special  guests  may  also  be  invited,  such  as  key  community 
leaders,  local  pastors  or  Latino  community  advocates.  To  help  prepare 
participants  and  reassure  guests,  carefully  explain  how  the  interaction  with  the 
invited  community  guests  is  to  occur.  This  will  help  achieve  the  maximum 
benefits  and  richness  from  the  session. 

Points  to  emphasize: 

1-  Because  some  community  guests  might  not  speak  English,  the  morning 
sessions  will  be  bilingual.  Remind  people  to  be  patient  and 
understanding,  since  translation  takes  twice  as  long  for  interaction. 
(Refer  to  "Respect"  group  guidelines  as  appropriate.) 

2-  The  community  guests  may  feel  intimidated  by  the  group  setting. 
Encourage  participants  to  ask  all  kinds  questions,  but  to  be  sensitive 
about  the  words  used,  body  language  and  tone  of  voice.  The  purpose 
of  bringing  local  Latino  community  representatives  is  to  build  rapport 
and  to  hear  first  hand  about  their  experiences,  thoughts  and  feelings 
regarding  health  care  services. 

3-  Remind  participants  that  there  are  no  wrong  or  right  answers;  the 
purpose  of  the  interaction  is  to  elicit  information  about  personal 
experiences  and  feelings.  Clarify  that  the  representatives  have  been 
prepared  about  the  kinds  of  questions  and  discussion  items  that  will  be 
addressed  prior  to  agreeing  to  participate.  (Some  participants 
expressed  concern  that  perhaps  the  representatives  were  not  prepared 
and  would  feel  put  on  the  spot.) 

4-  Explain  the  schedule  for  the  morning  sessions.  1-Breaking  into  small 
groups  (Bilingual);  2-  Convening  into  a  large  group  and  reporting  main 
themes/ideas  discussed  in  the  small  groups  (Bilingual);  3-  Discussion 
of  main  problems  as  the  Latino  guests  see  them  (Bilingual);  4- 
Discussion  of  language  barriers  (In  English)  (The  bilingual  guests  may 
stay  or  join  the  other  Spanish-speaking  guests  for  a  special 
educational/information  session  (Spanish);  5-  Lunch  with  community 
representatives. 

IMPORTANT  REMINDER:  Difficulties  with  transportation  and  child  care 
are  common  when  trying  to  access  health  care,  especially  in  rural  areas.  They 
can  also  be  issues  for  the  community  representatives  attending  this  training. 
The  guests  may  have  to  travel  long  distances  or  deal  with  arranging  rides  or 
waiting  for  children  to  leave  for  school,  etc.  Also,  the  cultural  issue  of  time 
orientation  in  general  may  play  a  factor  in  community  representatives  arriving 
late.  This  is  to  be  expected  and  planned  for.  Scheduling  for  this  session  and 
the  "Talking  Circle"  session  needs  to  remain  flexible. 
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If  there  are  major  delays,  it  is  a  golden  opportunity  to  tie  into  the  previous 
discussions.  For  example,  address  the  issue  of  'lateness'  and  the  judgements, 
thoughts  and  feelings  participants  may  be  having  while  they  wait.  This  can 
help  increase  the  participants'  self-awareness  and  their  sensitivity  to  the 
difficulties  and  barriers  that  Latino  community  members  must  overcome  to 
access  services.  Consider  the  luxury  of  being  able  to  jump  into  a  car 
whenever  we  want  to  go  somewhere  and  being  able  to  look  at  a  map  or  ask 
someone  who  speaks  our  language  for  directions  if  we  get  lost. 

INTRODUCTIONS:  See  Background  Information  in  this  section  for  examples  of  the  type 
of  information  that  is  helpful  to  share  about  the  community  representatives. 
Remember  -  Spanish  first,  then  English.  RECOMMENDATION:  Introduce 
all  of  the  guests  before  breaking  up  into  small  groups.  It  helps  establish  a 
group  bond  and  addresses  participants'  curiosity  about  who  is  attending  and 
what  might  be  going  on  in  the  other  groups. 

SMALL  GROUPS  &  FACILITATORS:  The  groups  should  be  pre-arranged.  Make  sure  you 
have  one  bilingual  and  bicultural  facilitator  per  community  volunteer.  (Small 
group  facilitators  might  be  presenters  or  staff  involved  in  the  logistics  of  the 
conference). 

When  making  up  the  groups,  consider  who  is  bilingual,  Latino,  etc.  and  try  for 
a  balanced  cross-cultural  mix  and  a  variety  of  disciplines  and  agencies.  When 
matching  bilingual  facilitator,  consider  the  strengths  of  other  group  members 
and  staff  regarding  group  facilitation  skills.  Some  bilingual  facilitator  may 
have  strong  interpretation  skills  but  not  a  lot  of  experience  in  group 
facilitation.  If  this  is  the  case,  make  sure  there  is  a  staff  person  or  group 
member  who  can  assist  with  group  process.  Try  to  ensure  at  least  two 
bilingual  people  per  group. 

The  facilitator  should  meet  their  Community  Representative  the  night  before, 
at  the  Convivio,  or  at  least  early  that  morning,  at  8:30/9:00  a.m..  before  the 
session  begins.  It  helps  to  have  a  babysitter  available  for  the  small  children 
so  their  parent(s)  can  focus  on  the  small  group  discussion  and  interactions. 

Explain  that  the  groups  should  sit  together  for  lunch,  to  socialize  and  to 
continue  any  discussion  that  could  not  be  completed  during  the  small  groups 
or  Talking  Circle. 

ARRANGEMENTS  PRIOR  TO  WORKSHOP: 

1)  Send  a  Facilitator  Instruction  Sheet  to  the  bilingual  people  who  have  agreed 
to  facilitate  the  small  groups.  Make  a  follow-up  call  to  ensure  they 
understand  the  main  ideas  and  objectives  of  the  group  discussion.  See 
Background  Information  for  sample. 
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2-  Give  the  facilitator  a  copy  of  a  profile/biographical  sketch  that  describes  the 
community  representative  whom  they  will  be  working  with  in  the  small  group. 

3-  If  possible,  the  facilitator  and  community  representatives  should  meet  at  the 
"Convivio",  or  at  "coffee"  time  before  the  formal  sessions,  to  get  to  know  each 
other  so  they  will  feel  more  comfortable  in  the  small  groups. 

4-  Try  to  match  the  facilitator's  interests  and  strengths  with  the  community 
representative's  experiences  and  background,  e.g.,  a  more  experienced 
facilitator  with  a  community  representative  who  seems  to  be  shy  or  does  not 
speak  English. 


SELECTING  COMMUNITY  REPRESENTATIVES:    Each  workshop  is  planned  for  a 

maximum  of  35  participants.  (Actual  attendance  is  much  higher  when  guests 
and  facilitator  are  included.)  Based  on  this  target  number,  5  community 
representatives  should  be  recruited  so  there  can  be  5  groups,  each  with  7-9 
participants.  (More  than  five  groups  will  mean  having  to  change  the  process 
for  the  large  Talking  Circle.)  You  may  not  be  familiar  with  the  Latino 
communities  and/or  individuals  who  would  be  appropriate  community 
representatives  where  the  training  will  be  held.  In  this  case,  it  is  helpful  to 
identify  and  network  with  individuals/groups  in  the  community  and  ask  them 
for  assistance.  This  is  another  way  to  help  increase  the  knowledge  of  and 
strengthen  the  relationships  between  the  health  care  system  and  its  providers 
and  local  community  members  and  organizations. 

How  to  obtain  volunteers  to  help  recruit  community  representatives: 

1-  Contact  local  health  agencies,  churches  and  organizations  who  work  with 
Hispanics. 

2-  Try  to  get  names  of  people  in  the  above  mentioned  organizations  who 
specifically  work  with  Hispanics,  such  as:  Maternal  Care  Coordinator,  Migrant 
Health  Specialist,  Hispanic  Outreach  Volunteer,  Translator,  Pastors,  Lay 
Church  Assistants,  ESL  (English  as  a  Second  Language)  teachers. 

3-  Call  these  people  and  explain  in  some  detail  the  goals,  objectives  and 
structure/format  of  the  workshop. 

Ask  if  they  can  help  in  recruiting  one  or  two  Latino  community 
representatives  who  would  be  willing  to  share  their  personal  (health) 
experiences  with  our  group.  It  can  be  a  man  or  a  woman;  preferably  a  person 
who  has  had  some  experience  with  the  health  department  (whether  that 
experience  has  been  good  or  bad). 
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Explain  that  each  community  representative  will  receive  $40.00  (or  whatever 
amount  is  appropriate  to  your  area)  for  participating,  since  they  will  often 
have  to  miss  work  and/or  travel  a  long  distance  to  come  to  the  workshop. 

Explain  that  the  community  representative  can  bring  his/her  children  to  the 
sessions.  Many  times  they  have  small  children  and  have  no  one  to  take  care 
of  them. 

Emphasize  that  the  community  representative  does  not  need  to  speak  English, 
since  the  sessions  will  be  fully  bilingual. 

Explain  that  the  community  volunteer  should  be  at  the  location  of  the 
workshop  at  8:30  a.m.  (for  coffee  and  "empanadas"  and  to  meet  facilitator) 
until  1:15  p.m.,  with  lunch  included. 

If  the  person  agrees  to  recruit  a  community  representative,  send  a  cover  letter 
with  the  following  information: 

a-  Description  of  the  workshop,  the  objectives,  time  and  location  as 
background  information  only.  (Recommendation:  Send  a  copy  of  the 
workshop  brochure.) 

b-  Information  needed  about  the  community  representatives  (See 
Background  Information  for  details). 

c-  Information  sheets  for  community  representatives  (in  Spanish  and  in 
English),  with  sample  of  questions  to  be  asked  during  the  sessions. 
(See  Background  Information  for  details). 

d-  If  available,  invitations  to  the  "Convivio"  (in  Spanish  and  in  English) 
for  the  person  who  is  recruiting  and  for  the  community  representative. 
(Send  some  extra  invitations  for  other  people  who  might  be  interested 
in  attending).  (See  Background  Information  for  samples) 

Follow  up  within  4-8  days.  Ask  for  a  profile  (biographical  sketch)  of  the 
community  volunteer  so  that  you  may  pass  this  information  on  to  the 
facilitator  who  will  work  with  this  person  in  a  small  group  and  to  the  person 
who  will  introduce  the  Community  Representatives  on  the  morning  of  Day  2. 
(See  Background  Information  for  sample  profiles.), 

Use  your  own  discretion/expertise  to  make  sure  there  is  a  formal  commitment 
from  the  community  representatives.  (At  times,  Latinos  may  express  interest 
but  not  necessarily  commitment  and  they  will  not  show  up;  however,  if  they 
"commit,"  they  usually  will  attend  the  meeting.) 


Final  Report 


69 


Latino  Cultural  Competency  Training 


BACKGROUND  INFORMATION: 

1)  Small  Group  Facilitator  Instruction  Sheet. 

2)  Information  needed  about  the  Community  Representatives,  which  also  includes 
sample  questions  that  may  be  asked  during  workshop.  (Spanish  and  English) 

3)  See  "Social  Event/Convivio"  section  of  this  curriculum  for  sample  "Convivio" 
Invitations  in  English  and  in  Spanish. 

4)  Sample  "Biographical  Sketches/Profiles"  of  community  representatives  that  are  used 
during  the  workshop  introductions  and  as  information  for  the  small  group  facilitator. 

5)  Lessons  learned  from  recruiting  community  representatives. 

6)  Feedback  from  community  representatives  about  their  experiences  participating  in 
this  session  and  the  Talking  Circle. 
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LATINO  CULTURAL  COMPETENCY  TRAINING 


PRESENTATION: 


OBJECTIVES: 


SETTING: 


TIME  NEEDED: 


The  Talking  Circle 

■  To  share  stories  and  experiences  of  Latino  Community 
Representatives. 

■  To  examine  barriers  and  incentives  that  often  influence  access, 
health  behaviors  and  compliance  with  health  treatment. 

Arrange  chairs  in  a  large  circle. 

60  minutes 


MATERIALS: 


1)  2  flip  charts  (one  for  recording  in  Spanish,  one  for  recording  in 
English) 

2)  Markers  for  flip  charts 

3)  Crayons  and  drawing  paper  and/or  other  activities  or  child  care 
for  children  of  Community  Representatives  and  guests. 


PROCEDURES: 


1.  OPEN  the  Talking  Circle  by  briefly  reviewing  how  this  session  is  going  to  be 
conducted.  (Speak  first  in  Spanish,  then  in  English)  NOTE:  Also,  introduce  any  new 
guests  that  might  have  arrived.  (5  min) 

2.  ASK  for  small  groups  reports.  (30  min) 

3.  RECORD  small  group  and  large  group  responses,  e.g.,  needs,  barriers,  solutions, 
(on-going) 

4.  IDENTIFY  and  FOCUS  on  one  or  two  topics  (one  topic  at  a  time)  that  you  feel  is 
important  to  discuss  as  a  group  in  more  detail,  i.e.  lack  of  respect  and  understanding, 
lack  of  respect  for  cultural  myths  and  values,  etc.  (20  min) 

5.  CLOSE  the  Talking  Circle,  thanking  to  community  representatives  and  special  guests 
and  highlighting  "next  steps."  (5  min) 

NOTES  TO  FACILITATOR: 

OPEN  the  TALKING  CIRCLE:  Begin  by  addressing  the  group,  FIRST  IN  SPANISH  and 
then  in  English.  We  want  the  participants  who  do  not  speak  Spanish  to 
experience  how  it  feels  when  people  talk  and  one  can  not  understand.  Please 
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keep  this  format:  FIRST  IN  SPANISH  and  then  IN  ENGLISH  throughout  the 

session. 

The  circle  is  a  universal  symbol  found  in  all  cultures,  across  civilizations.  The 
circle  form,  associated  with  beginnings,  endings,  equality,  healing, 
transformation  and  unity,  is  used  in  many  types  of  ceremonies  and  a  variety 
of  settings.  One  of  the  functions  of  this  circle  is  to  create  a  time  and  safe 
space  for  people  of  diverse  backgrounds  and  experiences  to  come  together  as 
equals,  to  share,  to  resolve  conflicts  and  to  reexperience  interconnection.  The 
"Talking  Circle"  is  based  on  these  fundamental  principles  and  ancient 
traditions  common  to  many  cultures.  Each  person  is  seen  as  an  equal, 
bringing  a  unique  and  valuable  perspective  to  the  group  and  the  group 
discussion.  This  is  an  opportunity  for  healing  to  occur,  understanding  and 
compassion  to  be  shared  and  for  bridges  to  be  built. 

There  are  many  ways  to  structure  a  circle  gathering.  Respect  is  essential.  It 
is  helpful  to  review  the  group's  guidelines  regarding  how  "respect"  was  initially 
defined  and  give  members  a  chance  to  update  the  agreements.  Due  to  the 
bilingual  nature  and  diversity  of  those  in  this  particular  "Talking  Circle," 
balancing  the  structure  and  spontaneity  is  a  delicate  process  and  requires  a 
great  deal  of  sensitivity  and  awareness  on  the  part  of  the  facilitator.  Too 
much  structure  and  direction  can  inhibit  the  flow  and  level  of  candor, 
particularly  of  those  who  may  have  never  been  in  a  setting  like  this  before  or 
asked  to  speak  with  "professionals/authority  figures."  Too  little  structure  and 
direction  can  lead  to  missed  opportunities  for  including  the  perspectives  of 
the  community  representatives  and  guests  and  those  who  may  be  too  shy  or 
inhibited  to  speak  in  front  of  the  group.  Or  the  discussion  may  become  too 
chaotic  and  divergent,  thus  uncomfortable  issues  may  not  be  addressed  and 
the  energy  of  the  group  is  dissipated  and  becomes  unproductive. 

These  discussions  can  become  very  lively  and  emotion-filled  as  participants 
share  their  experiences  and  feelings  dealing  with  the  health  care  system  and 
providing  services  with  often  very  limited  resources.  The  facilitator  and  group 
members  are  challenged  to  create  and  maintain  a  spirit  of  safety  and  being 
nonjudgmental  so  that  honest  feelings  and  feedback  will  be  shared.  In  the 
bilingual  setting,  it  is  especially  important  for  the  facilitator  to  continually 
double  check  the  accuracy  of  the  paraphrasing/interpreting  as  a  sign  of 
respect  and  to  ensure  that  the  participants  feel  heard  and  correctly 
understood. 

SMALL  GROUP  REPORTS:  Ask  small  group  facilitator  to  give  a  brief  summary  (3 

minutes)  of  the  strengths  and/or  weaknesses  of  health  services  as  seen  by  the 
community  representative.  Ask  them  to  report  the  two/three  things  the 
community  representative  wishes  the  health  care  system  would  offer  to 
Latinos.  Invite  community  guests  to  add,  delete,  change  or  emphasize  any 
information  shared. 
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The  purpose  of  the  small  group  reports  is  to  begin  to  weave  the  experiences 
of  the  morning  circles  together,  helping  strengthen  the  cohesiveness  of  the 
large  group,  and  to  provide  a  starting  place  for  the  large  group  discussion. 
It  also  helps  satisfy  some  of  the  curiosity  about  what  happened  in  the  other 
groups.  The  facilitator  will  need  to  watch  the  time,  since  this  is  only  the 
starting  point.  It  should  not  be  the  entire  large  group  experience.  Make  sure 
that  the  small  group  facilitator  understand  this  prior  to  going  into  the  small 
groups  so  they  can  begin  to  think  about  how  to  handle  their  reports. 

Identify  the  items/topics  brought  up  in  the  small  groups  that  will  be  addressed 
later  in  the  workshop,  such  as  how  to  deal  with  the  language  barriers,  lack  of 
bilingual  staff,  etc.  and  get  the  group's  agreement  to  not  discuss  them  at  this 
time.  This  will  enable  you  to  focus  on  the  other  issues/concerns/needs  raised 
more  easily.  Be  sure  the  group  understands  that  your  intention  to  redirect  is 
not  based  on  wanting  to  avoid  a  particular  issue(s). 

RECORDERS:     To  facilitate  clarity  and  visual  learning,  have  two  recorders  writing  the 
responses  on  the  flip-charts  (one  in  Spanish  and  one  in  English).  See 
Background  Information  for  a  sample  of  actual  group  responses. 

FOCUS  OF  DISCUSSION:  Recommendation:  Focus  on  topics  where  community 

representatives  and  guests  can  utilize  their  knowledge,  expertise  and 
experience  of  their  communities  and  culture  and  actively  engage  in  the 
problem-solving  process.  For  example,  a  barrier  such  as  "not  feeling 
respected  or  experiencing  prejudice  from  health  care  providers"  would  enable 
the  participants  to  give  concrete  suggestions  about  how  to  more  effectively 
"show  respect"  to  Latino  clients.  If  "lack  of  transportation"  is  an  issue, 
exploring  the  needs  in  more  depth  might  be  helpful  in  coming  up  with  some 
solutions.  For  example,  is  there  a  lack  of  transportation  all  the  time  or  just 
during  the  day?  Would  a  change  in  clinic  hours  or  a  night  clinic  be  more 
accessible?  Is  it  possible  to  bring  a  mobile  clinic  to  the  community  members? 

Other  types  of  questions  to  draw  out  participants  and  guests  might  include: 
What  have  health  care  providers  done  and/or  services  they  have  provided 
worked  or  have  been  very  helpful?  If  you  could  tell  the  health  care  providers 
anything  about  you  and/or  the  health  services  you  need  for  you  and  your 
family  and  community,  what  would  you  want  them  to  know? 

Prior  to  the  training,  it  may  be  helpful  to  become  familiar  with  some  of  the 
specific  topics  that  might  be  important  problems  for  members  of  the  local 
Latino  communities  and  some  of  the  challenges  that  local  health  care 
providers  face  in  delivering  services. 

CLOSE  the  TALKING  CIRCLE:  If  the  group  is  small  enough  and  there  is  enough  time, 
each  person  could  make  a  brief  statement  of  their  experience,  something  they 
learned  or  feel  moved  to  say.  Thanks  should  be  given  to  all  those  who  helped 
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create  this  opportunity  (the  community  representatives,  guests,  those  behind 
the  scenes,  the  participants,  etc.)  It's  important  to  review  how  the  results  of 
this  meeting  will  be  used;  the  "next  steps"  in  the  process  of  improving  the 
access  to  and  quality  of  the  health  services  in  the  community  and  improving 
the  relations  between  the  Latino  community  members  and  members  of  the 
health  care  system. 

Sharing  a  meal  afterwards  is  also  a  way  to  acknowledge  the  community  and 
celebrate  everyone's  contributions  and  jobs  well  done.  Recommendation  for 
those  serving  a  meal  afterwards:  To  foster  the  sense  of  community  and 
continuity  of  the  morning  (or  afternoon)  and  to  facilitate  the  continued 
bilingual  interactions,  encourage  the  original  small  groups  to  eat  together. 
Otherwise,  the  individuals  tend  to  go  back  to  their  familiar  groups  and/or 
respective  languages  even  when  they  would  really  rather  continue  the 
interacting  and  getting  to  know  each  other. 


BACKGROUND  INFORMATION: 

1.  Cahill,  Sedonia  and  Halpern,  Joshua.  The  Ceremonial  Circle:  Practice,  Ritual,  and 
Renewal  for  Personal  and  Community  Healing.  HarperSanFrancisco,  New  York, 
1992. 

2.  Sample  of  group  responses  regarding  issues/barriers  to  health  services  in  their  local 
communities  and  possible  solutions  to  improve  access  to  and  the  quality  of  care  for 
Latino  community  members.  These  were  shared  during  an  actual  "Talking  Circle" 
discussion. 

Problems/Barriers  to  Accessing  Health  Care  that  Latinos  Encounter 

■  Problems  arranging  transportation  to  clinic  appointments 

■  Cultural  attitudes  re:  class  and  nationality  -  Health  Care  Providers  (HCP)  don't  want 
to  serve  poor  Latinos 

■  Care  based  on  money  -  if  no  insurance,  get  different  and/or  lower  level  of  services 

■  Reputation  of  health  care  facility:  "very  hard  to  access;"  "They  ask  for  papers" 
therefore  many  Latinos  afraid  to  go 

■  Lack  of  information  re:  services,  hours,  etc. 

■  HCP  gave  appointments  when  no  translator  available.  Then  when  go  to 
appointment,  there  is  no  one  there  to  serve  her 
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Needs/Possible  Solutions  to  Improve  Quality  and  Access  to  Health  Care  Services 

Provide  health  education  for  latino  community  (low  literacy  level  and  culturally 
appropriate),  including  HIV  education 

Provide  information  to  growers,  language  teachers  (ESL),  shopkeepers,  churches,  and 
at  Latino  community  dances  re:  health  care  services 

Communicate  clearly  that  health  departments  are  not  INS  and  that  services 
will  be  provided  regardless  of  papers  (e.g.  put  a  sign  (in  Spanish)  in  the  clinic  stating 
this)  to  help  alleviate  fears 

Hire  and  utilize  trained  language  interpreters 

Respect  and  listen  to  Latino  patients'  and  their  needs  -  Be  open, 

Communicate  via  Latino  radio  and  tv  stations  re:  availability  of  services 

Put  up  posters  in  communities,  e.g.,  shops,  laundromats,  and  at  dances 

Communicate  to  patients  about  special  funds  available  for  m igra n ts/La ti nos/tobacco 
workers  for  health  care 

Educate  Latino  family  members  and  Latino  leaders  as  peer  educators  since  many 
Latinos  learn  about  and  access  the  health  care  system  through  personal  contacts 

Let  Spanish-speaking  Latino  clients  see  HCPs  learning  and  trying  to  speak  Spanish 
and  that  they  are  making  an  effort  to  communicate  through  sign  language,  body 
language,  etc.  Then  the  Latinos  can  feel  the  love  and  caring  of  HCPs  even  if  they 
do  not  speak  Spanish. 

Latinos  want  to  be  understood 

Get  better  signage  (in  Spanish)  -  name,  phone  number,  hours,  including  "no  papers 
required" 
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LESSONS  LEARNED  FROM  RECRUITING  COMMUNITY  REPRESENTATIVES 

1-  It  is  important  to  build  rapport  with  the  person(s)  who  will  recruit  the 
community  representative(s).  This  person  does  not  get  paid,  but  if  he/she 
wants  to  attend  the  whole  workshop  he/she  should  be  allowed  to  attend  free 
of  charge.  If  he/she  wants  to  attend  the  morning  of  Day  2,  he/she  should  be 
invited  as  a  "special  guest"  and  should  be  introduced  as  such.  (Most  preferred 
to  come  as  "special  guests"). 

2-  If  possible,  work  with  more  than  one  person  to  help  you  recruit  community 
representatives,  ideally  from  different  geographical  locations  around  the 
training  site.  This  will  help  ensure  a  broad  representation  of  perspectives 
since  the  representatives  would  be  coming  from  a  variety  of  communities 
rather  than  one  community  "circle." 

3-  The  five  community  representatives  should  be  compensated  the  same  amount 
of  money  for  their  time.  It  does  not  matter  if  one  works  outside  their  home 
and  the  other  doesn't.  The  amount  of  payment  to  community  representatives 
should  be  between  $30.00  and  $50.00,  depending  on  the  local  circumstances 
(urban  vs.  rural).  Payment  should  be  attractive  enough  for  people  to  want  to 
participate,  but  not  excessive  so  they  feel  they  are  being  paid  to  give  specific 
information  or  that  they  are  being  "bribed"  to  give  testimony  of  their 
experiences. 

4-  If  possible,  have  money  for  the  community  representatives  in  cash!  Checks 
can  be  a  problem,  since  some  may  have  trouble  cashing  the  check  and/or  they 
loose  control  of  the  money  if  they  have  to  give  it  to  someone  else  to  cash. 
The  community  representatives  often  do  not  have  social  security  numbers  or 
they  are  reluctant  to  give  them  to  you  for  various  reasons. 

5-  The  community  representatives  should  feel  welcome  and  appreciated.  They 
should  feel  that  the  workshop  is  truly  trying  to  promote  Latino  cultural 
understanding  among  health  care  providers.  Their  experience  as  community 
representatives  should  be  pleasant  enough  so  that  the  "payment"  is  seen  as 
only  part  of  a  very  good  experience.  After  the  sessions  and  the  meal  (if  one 
is  provided),  they  should  feel  happy  with  themselves  and  about  their 
contribution. 

6-  Be  prepared  for  one  or  two  representatives  not  being  able  to  attend  at  the 
last  minute  because  of  a  family  emergency  or  other  unforeseen  circumstance. 
One  option  is  to  make  the  small  groups  larger.  However,  the  facilitators  need 
to  be  sensitive  to  the  fact  that  the  other  community  representatives  present 
might  feel  uncomfortable  and  apprehensive  about  being  in  a  larger  group. 

7-  At  lunch,  or  before  they  leave,  make  sure  to  personally  thank  community 
representatives  and  the  people  who  recruited  them. 
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Rhode  Island  Department  of  Health 

Medical  Interpreter  Academy 


The  Rhode  Island  Office  of  Minority  Health  (OMH)  implemented  the  Medical  Interpreter  Training 
Academy  this  past  year  with  ASTHO  Multicultural  Pilot  Project  funds.  The  development  of  the  Academy 
marked  the  first  time  that  Rhode  Island  has  offered  a  formal  training  program  for  medical  interpreters. 
Approximately  ten  percent  of  Rhode  Islanders  are  people  of  color,  many  of  whom  are  recent  immigrants 
with  limited  English  proficiency.  Over  the  past  ten  years,  the  percentage  of  Latinos  in  the  state  increased 
by  132%,  and  the  percentage  of  Asians  increased  247%.  The  Interpreter  Academy  reflects  increasing 
recognition  that  a  certification  process  of  interpreters  may  improve  service  delivery  to  linguistic  minorities 
and  decrease  the  risk  of  civil  rights  violations  due  to  poor  communication  between  providers  and  patients. 

The  thirty-two  hour  training  session  developed  through  the  state  Office  of  Minority  Health  focused  on 
medical  terminology,  psychiatric  diagnoses,  medical  interpreter  theory  and  practice,  medical  interpretation 
and  the  law,  and  death,  dying,  and  grieving.  The  Office  of  Minority  Health  recruited  people  from 
hospitals,  clinics,  and  the  health  department  who  had  been  providing  medical  interpreter  and 
bilingual/bicultural  outreach  services  on  either  a  volunteer  or  part-time  basis.  The  twenty-three  trainees 
spoke  Hmong,  Laotian,  Cambodian,  Vietnamese,  Spanish,  Portuguese,  Russian,  and  Armenian.  The 
lecture/discussion  format  of  the  training  was  flexible  in  order  to  clarify  and  elaborate  upon  pertinent  issues 
identified  by  the  trainees. 

Most  of  the  trainees  had  questions  about  their  role  as  medical  interpreters,  which  led  to  discussion  of 
medical  interpreter  ethics  and  role  playing  exercises.  Thetrainingconsultants,  whocamefrom  established 
programs  at  the  Boston  City  Hospital  and  the  University  of  Massachusetts  Medical  Center,  provided 
trainees  with  a  Code  of  Ethics  for  Medical  Interpreters.  The  code  was  adapted  from  the  code  used  by  the 
Registry  of  Interpreters  for  the  Deaf.  The  ethical  guidelines  relate  to  the  relationship  between  patients, 
providers,  and  interpreters,  issues  of  confidentiality,  acceptance/request  of  fee  for  services,  refusal  of 
assignments,  and  a  commitment  towards  continuing  education.  Many  participants  felt  that  having  the 
code  of  ethics  to  refer  to  made  their  jobs  more  credible  and  clearly  defined. 

In  conjunction  with  the  medical  interpreter  training,  the  project  also  held  an  in-service  training  session 
for  health  professionals  on  how  to  work  more  effectively  with  interpreters.  Sixty  professionals  from  the 
Providence  Ambulatory  Health  Care  Foundation  attended  the  workshop  and  were  very  responsive.  Office 
of  Minority  Health  Director  Sharon  Bryant  expressed  disappointment  that  only  one  health  care 
professional  organization  accepted  the  OMH  invitation  for  the  free  workshop.  Overall,  the  participants 
found  the  workshop  useful;  many  requested  additional  information  on  cultural  health  beliefs,  how  to  start 
a  medical  interpreter  program,  and  where  to  get  effective  training  to  prepare  and  improve  interpreter 
services. 

Supervisors  of  the  trainees  have  informed  the  state  Office  of  Minority  Health  that  the  training  has  had  a 
positive  effect  on  the  job  performance  of  the  trainees.  The  OMH  plans  to  start  a  Rhode  Island  Medical 
Interpreter  Association  to  provide  ongoing  support  and  technical  assistance  to  the  project's  trainees  and 
other  medical  interpreters  throughout  the  state.  Interpreters  from  the  Rhode  Island  Association  may  also 
attend  meetings  with  the  Massachusetts  Medical  Interpreter  Association.  The  Office  of  Minority  Health 
is  working  with  community  based  organizations  such  as  Progreso  Latino,  which  receives  state  OMH 
Bilingual/Bicultural  Grants  and  technical  assistance,  on  future  implementation  of  the  medical  interpreter 
curriculum. 

Contact:  Sharon  Bryant,  Rhode  Island  Office  of  Minority  Health  (401)  277-2901 
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